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FOREWORD 


HE literature on surgical subjects has become so voluminous 
we there is a place for the Quarterly Review of Surgery. ‘This 
is particularly true at present when increased duties leave too little 
time for reading articles in unabbreviated form. An abstract 
journal in which the articles are chosen with care and intelligence 
and in which the work is done promptly and accurately serves to 
call attention to papers which might be missed otherwise and 
is particularly valuable to those who have difficulties with foreign 
languages. 

The material published in the Quarterly Review of Surgery 
is abstracted by workers of the Washington Institute of Medicine 
in the Surgeon General’s Library, in the Library of the New York 
Academy of Medicine and in libraries in other surgical centers. 
The material which is presented is divided into the following 
sections: Surgery of the ‘Thorax, Surgery of the Abdomen with 
subdivisions dealing with the various branches of abdominal 
surgery, Surgery of the Blood Vessels, Surgery of the Bones, 
Thyroid Surgery, ‘Traumatic and Industrial Surgery, and a general 
section including articles on Anesthesia, Blood ‘Iransfusions, 
Plasma, and other items of general interest to the Surgeon. 

It is to be hoped that this journal will present important 
material in a clear and concise manner. It seems desirable in the 
post-war period that particular emphasis be placed on abstracts of 
foreign periodicals which are not available to the majority of the 
surgical profession. 


ALFRED BLALOCK, 
Professor of Surgery, 
Johns Hopkins University Medical School 
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Surgery of the Thorax 


CARDIAC ARRHYTHMIAS FOLLOWING THORACIC 
SURGERY 
JAMeEs H. Currens, PAuL D. Wuite and Epwarp D. CHURCHILL 


Harvard Medical School and Massachusetts General Hospital, Boston, Mass. 
New England J. Med. 229:360-64, Aug. 26, 1943 


F 56 patients operated on for carcinomas of the lung or 
() esophagus, 12 developed cardiac arrhythmias following 
operation; 8 had auricular fibrillation and 4 auricular flutter. All 
of the patients in this series were 39 years of age or over, average 
age 53 years; but in a larger series of cases in which lobectomy or 
pneumonectomy was done for bronchiectasis and the patients were 
younger (15 to 40 years of age), cardiac arrhythmia did not occur 
in any case. Age, therefore, seems to be a factor predisposing to 
the development of arrhythmia following thoracic surgery. None 
of the 12 patients showed any evidence of valvular heart disease; 
| 
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in one case the electrocardiogram indicated a possible coronary 
thrombosis, but a review of the literature indicates that there is 
“no significant association of auricular fibrillation and coronary 
heart disease.’’ ‘Ihe cause of the cardiac arrhythmia in the cases 
reported, therefore, ‘remains obscure,” although in some instances 
there seemed to be precipitating factors. In 3 cases the onset of 
the arrhythmia coincided with the development of empyema, in 
one case with collapse of the lung, and in another with a change of 
posture. Pericarditis was found at autopsy in one case, but the 
authors are of the opinion that pericarditis was not an important 
etiologic factor in this series of cases with cardiac arrhythmia. 
While there is a tendency for normal rhythm to return within a 
few days without special treatment, the arrhythmia may recur; 
such recurrence was noted in 4 of the authors’ cases. ‘The authors 
recommend the use of quinidine sulphate in doses of 0.4 gm. every 
two or three hours for six doses, or until normal rhythm is restored 
as the treatment of choice; if necessary the same course may be re- 
peated with 0.6 gm. doses, ‘under careful electrocardiographic 
control.”” If signs of congestive heart failure develop, however, 
rapid digitalization is indicated. A note adds the report of a later 
case in which modal tachycardia developed after lobectomy for 
tuberculosis and bronchiectasis in a younger patient 30 years of 
age. “Iwo courses of quinidine sulphate with a period of digitaliza- 
tion were necessary to lower the pulse rate from 180 to 110; the 
patient died of infection, the pulse rate remaining between 110 
and 120. | 


ARTIFICIAL PNEUMOTHORAX. A NONSTATISTICAL 
ANALYSIS OF THE MAJOR FACTORS INVOLVED IN ITS 
PROPER MANAGEMENT 
T. N. RAFFERTY 
Phoenix, Arizona 


J. ‘Lhoracic Surg., 12:578-89, Aug. 1943 


Among the basic aims of management are (1) the reduction of 
complications to an absolute minimum, and (2) the differentiation 
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as early as possible between an effective and an ineffective pneumo- 
thorax. Neither of these is attainable unless surgical aid is readily 
available. In addition pneumothorax must be conceived as only 
a part of the collapse therapy program. All reference to pneumo- 
thorax in this discussion assumes that it is combined with bed rest. 
From a strictly medical standpoint mass ambulatory pneumothorax 
is a make-shift. ‘The matter of indications for pneumothorax is 
within reasonable limits of much less importance than a knowledge 
of contraindications and of proper management after induction. 
Cavity with positive sputum and progressive disease remain the 
classic indication for pneumothorax. Cases which will recover 
without major collapse therapy should be allowed to do so. 

In considering contraindications to pneumothorax one has to 
consider the type of the disease. In patients in whom the disease 
is almost entirely fibrous, and particularly when it involves the 
greater part of one lung, pneumothorax is usually definitely con- 
traindicated. In such cases, when collapse therapy is indicated, 
thoracoplasty is the method of choice. In acute pneumonic tu- 
berculosis it is wiser to allow a few weeks or months of bed rest 
before inducing pneumothorax to lessen the chance of pleural 
infection and by education in correct posture and methods of 
raising sputum to lessen the chance of bronchogenic spread of the 
disease. Primary thoracoplasty is also indicated when permanent 
collapse is needed, when the chances of serious pleural complica- 
tions with pneumothorax are prohibitive, or when interference 
with bronchial drainage makes pneumothorax dangerous. Pri- 
mary thoracoplasty is indicated in cases of large apical cavity, ex- 
tensive fibrous disease, bronchostenosis and in the presence of 
active tracheobronchial disease. 

The major factors involved in improved managament of arti- 
ficial pneumothorax include early re-expansion of ineffective 
pneumothorax, proper conception and use of closed pneumolysis, 
re-expansion in cases with “tension cavities,’ the proper conception 
of the mechanics of pneumothorax, and re-expansion of effective 
pneumothoraces when they are believed to have controlled the 
disease adequately. ‘Ihe present trend toward longer and longer 
pneumothoraces is not justified in all cases. Individualization 1s 


of utmost importance. Many cases of unexpandable lung re- 
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sults from extremely long continued pneumothoraces and in other 
cases there is false re-expansion which may eventually produce 
emphysema of the contralateral lung. The management of com- 
plication of pneumothorax is discussed, including such conditions 
as persistent clear fluid with symptoms and tuberculous empyema. 
Most of the serious complications of pneumothorax are prevent- 
able. The minimum standards for statistical studies are enumer- 
ated. 9 references. 


CONSERVATION OF LUNG TISSUE BY PARTIAL 
LOBECTOMY 


BRIAN Biapes (Major, M. C., U. S. A.) 
Walter Reed General Hospital, Washington, D. C. 
Ann. Surg., 118:353-65, Sept. 1943 


Partial lobectomy is indicated only in those cases in which the 
lesion is peripheral, can be definitely localized by preoperative 
examination, and when this preoperative localization coincides 
“precisely”’ with the location of the diseased lobules as found when 
the lung is exposed on the operating table. Preoperative localiza- 
tion depends upon “conventional” roentgenograms, bronchograms, 
and examination with the bronchoscope. In the 8 cases in which 
the author has employed partial lobectomy, removal of the lingula 
was not included. Where lingulectomy is indicated, the technique 
described by Churchill and Belsey (1939) should be employed. 
For excision of the dorsal division of a lower lobe, the bronchus 
and blood vessels are identified and secured; occlusion of the 
bronchus results in a clear demarcation between the basal and 
dorsal divisions of the lobe, and the incision is made at this level 
through relatively avascular tissue. If partial excision of a basal 
division of a lower lobe is indicated, however, the incision must be 
made through rather thick and vascular tissue. One small hemo- 
Stat is placed as indicated above the diseased lobules and the in- 
cision made below this level; the bleeding vessels in the unclamped 
cut surface are identified and grasped separately. When approxi- 
mately one inch of lung tissue has been cut, the line of incision 
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is approximated to determine the position of the vessels held by 
the proximal clamp. ‘These vessels are then sutured before the 
clamp is removed. ‘This procedure is repeated until the diseased 
segment is excised. “The hemostat is then removed, and any ooz- 
ing from the cut surface, or bleeding from a vessel that has not 
been secured by the sutured ligatures is controlled by interrupted 
sutures, using a fine absorbable material. A graft of parietal 
pleura is then employed to cover the cut surface of the lung 
parenchyma. In the author’s 8 cases operated by this method, 
there were no deaths and only one case of postoperative empyema. 
The author suggests that incision of the lung tissue by electro- 
surgical measures would be of advantage and would make it un- 
necessary to apply clamps across the lung tissue; before electro- 
surgery can be used, however, a non-explosive anesthetic agent that 
is entirely suitable for pulmonary surgery must be developed. 


THE SURGICAL TREATMENT OF BRONCHIECTASIS. A 
REPORT OF 76 PATIENTS 


Howarp H. BrapsHAw and JAMEs F. O'NEILL 


Winston-Salem, N. C. 


Surg., Gynec. & Obst., 77:315-318, Sept. 1943 


Following a discussion on the surgical treatment of bronchi- 
ectasis and the resulting mortality rate, the authors report the 
results in 76 patients operated upon for primary bronchiectasis. 
Twenty-four patients with lower lobe or lower lobe and lingula 
disease were operated on with one death, a mortality rate of 4.2 
per cent. All obviously diseased lung tissue was removed. ‘Twenty- 
six patients had one lobe removed but disease was present in other 
lobes with 4 deaths, a mortality rate of 15.4 per cent. Seventeen 
patients had two or more lobes removed with 3 deaths, a mortality 
of 18 per cent. Eleven had disease in other lobes. Pneumonectomy 
was performed on 9 patients with 4 deaths, a mortality of 44 per 
cent. Disease was present in the remaining lung in all the 
patients who died. 

These results indicate that with minimal disease that can be 
completely removed results are excellent. If disease is present in 
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many lobes, the most diseased lobe can be removed with relative 
safety but the mortality is probably 3 to 4 times greater than in 
single lobe and lingula disease. Multiple lobes can be removed 
in the presence of disease in remaining lobes, with only a slightly 
greater mortality than occurred in single lobe removals, in the 
presence of disease in some of the remaining lobes. Pneumonec- 
tomy can be safely done if the disease is limited to the side that 
is removed. With disease present in the contralateral lung re- 
sults do not seem to justify pneumonectomy. ‘The causes of death 
in the 12 patients who died were as follows: (1) Four patients had 
flooding of the remaining bronchi with pus despite frequent bron- 
choscopies or continuous endobronchial suction drainage. One 
5-year-old boy also had a 60-gram thymus. (2) ‘Two had bilateral 
pneumonia or pneumonitis. (3) Cerebral abscesses developed in 
2 patients. (4) Thyroid and hepatic abscesses developed. (5) 
Septicemia, pericarditis and perforated duodenal ulcer were pres- 
ent. (6) Abscesses were noted in the opposite lung. (7) Hem- 
orrhage from the inferior pulmonary vein. ‘The technical dif- 
ficulties of pulmonary lobectomy are emphasized. 12 references. 


PATENT DUCTUS ARTERIOSUS WITH BACTERIAL EN- 
DARTERITIS: TRANSPLEURAL LIGATION THROUGH 
POSTEROLATERAL APPROACH: REPORT OF A CASE 


S. W. HARRINGTON 


Rochester, Minn. 
Proc. Staff Meet, Mayo Clinic, 18:217-22, July 14, 1943 


It is impossible to determine the percentage of cases in which 
patent ductus arteriosus will be complicated by cardiac failure or 
subacute bacterial endocarditis. ‘The ineffectiveness of conserva- 
tive treatment in such cases has stimulated surgical treatment with 
the view of preventing complications or curing them. Following 
a short summary of the literature on the surgical treatment ot 
patent ductus arteriosus, the author reports his own results in six 
cases. Of these three had miner episodes suggesting impending 
cardiac insufhiciency and two had congestive heart disease prior to 
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admission. One had subacute bacterial endocarditis. All of the 
patients recovered from the operation and have obtained good 
results. In the first two cases, the author utilized the anterior 
approach with resection of the second and third ribs, but in the last 
four cases he utilized an approach through the posterolateral wall 
of the thorax with resection of the posterior two-thirds of the 
fourth rib and resection of 1 to 2 cm. of the angles of the third 
and fifth ribs extrapleurally. ‘The pleura was then incised through 
the posterior periosteum of the fourth rib. Rib retractors were 
placed in the wound and very adequate exposure of the patent 
ductus and its surrounding structures was obtained. In the third 
patient, who had had a previous empyema, the posterolateral ap- 
proach proved fortunate as the lung was extremely adherent and 
the upper lobe had to be completely separated from the thoracic 
wall and mediastinum before the ductus could be exposed. Dur- 
ing dissection the ductus was torn but because of the adequate ex- 
posure it could be grasped in the fingers until a ligature could be 
placed both proximal and distal to the opening with complete con- 
trol of hemorrhage. A case is described in detail. 1 figure. 7 ref- 
erences. 


CHRONIC EMPYEMA 


O. THERON CLAGETT and V. DUNCAN SHEPARD 
Rochester, Minn. 
J. Thoracic Surg., 12:464-83, June 1943 


The authors present a series of 346 cases of chronic empyema 
with analysis for the purpose of ascertaining the cause of chronicity 
and to evaluate methods of treatment. The relative frequency 
of chronic empyema is decreasing. It occurs largely in early 
adulthood. It is a complication accompanying such conditions as 
pneumonia, influenza, pleurisy, tuberculosis, trauma and the 
acute exanthemas. The most common causes of chronicity are 
(1) inadequate drainage, (2) tuberculosis, (3) too late drainage 
(because the empyema was not recognized), (4) bronchial fistula, 
and (5) bronchiectasis. The most common complaints on admis- 
sion were sinus in the thorax, cough, expectoration, daily fever, 
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and pain in the thorax. Physical findings most frequentiy in- 
cluded sinus in the thorax, impaired resonance of the thorax, im- 
mobility of the chest, and clubbed fingers. One-half of the 115 
patients in this series whose cavities were measured presented a 
cavity of a capacity of less than 500 cc.; about one-fourth of these 
i15 patients had cavities of from 500 to 999 cc. in capacity, and 
about one-fourth of the 115 cases had cavities 1,000 cc. or more in 
capacity. There was no demonstrable correlation between the 
clinical cype of antecedent illness and the type of bacteria cultured 
from the empyema cavity. In 314 of 334 roentgenograms, or 94 
per cent, there was evidence of some type of pleural reaction 
(usually thickening or fluid). No reaction was seen in 6 per cent 
of the roentgenograms. Results were normal in only six. Diagnosis 
is not difhcult in advanced stages of empyema. Prophylaxis of 
chronic empyema consists in establishment of early, adequate 
drainage. ‘The more radical the original treatment, the shorter 1s 
the patient’s stay in the hospital and the lower the mortality rate 
as judged from the patients treated at the Mayo Clinic. Open 
drainage should be established as early as it can be done safely. 
Many bronchial fistuals will heal spontaneously or with only minor 
surgical attention, and their presence does not increase morbidity 
or mortality rate. Closed drainage alone resulted in cure in only 
& per cent of the cases, but is valuable in that it keeps the cavity 
drained until the mediastinum has become fixed enough to allow 
open drainage to be instituted safely. Open drainage of some 
kind was required in 71 per cent of the patients. “Thoracoplasty 
was used in only 5 per cent, and should be used only for those 
110t responding to less formidable procedures. Deaths in the hos- 
pital after operation were due to operative shock and spread of 
the infection by contiguity or metastasis (the most common form 
of the latter was abscess of the brain). Nonfatal complications 
were thoracic sinus, exacerbation of coexistent nephritis, metastatic 
infections, and tuberculosis of the spinal column. Of 212 patients 
followed up, 164 were in excellent health and had resumed their 
occupations. 23 references. 7 figures. 
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SHOULD MOST GASTRIC ULCERS BE TREATED 
SURGICALLY OR MEDICALLY? 


J. Dewey BisGarp 
Omaha, Nebraska 
Nebraska State M.J., 28:285-87, Sept. 1943 


The author believes that generally resection should be done: 

1. In cases in which the ulcer crater in the roentgenograms 
exceeds two and a half centimeters in diameter because the very 
large craters usually mean malignant disease. 

2. In cases over 50 years of age with an original ulcer history 
of short duration, because most benign ulcers start early in life and 
have long antecedent histories of recurring attacks. 

3. Jn all cases with ulceration in an achlorhydric stomach, be- 
cause that is usually the case with carcinoma and because benign 
ulcer occurs infrequently in an achlorhydric stomach. 

4. In cases with an ulcer crater in the prepyloric region; the 
most common site for cancer and as a rule an infrequent location of 
benign ulcer. 

5. In all lesions of the greater curvature, because benign ulcer 
almost never occurs on the greater curvature and carcinoma does. 
Ten illustrative cases are presented. With the improvement in 
operative technic and in the preoperative and postoperative care 
of patients, the mortality by surgeons experienced in gastric sur- 
gery has been reduced to a figure well below 5 per cent and in cer- 
tain clinics less than 2 per cent. ‘The normal risk without surgery 
is well over 6 per cent, and to this may be added the fatal delay in 
those cases with carcinomatous ulcers which are indistinguishable 
from benign ulcers at a time when they are curable by resection. 
Discussion by F. L. Rogers, Lincoln, Nebraska. 


q 
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SURGICAL TREATMENT OF PEPTIC ULCER 


G. ‘TURNER Howarp, Jr. 


Knoxville, Tenn. 
J. Tennessee M.A., 36:310-13, Aug. 1943 


No one type of operation should be applied to all cases of peptic 
ulcer. ‘The complications of peptic ulcer requiring surgical inter- 
vention are acute perforation, massive uncontrolled hemorrhage, 
the history of repeated hemorrhages, cicatricial obstruction of the 
pylorus, failure to respond to good medical treatment, and lesions 
suspicious of cancer. 

In acute perforation, the earlier it is closed the lower is the mor- 
tality rate. In cases not treated early the result is almost uniformly 
fatal. Simple closure of the perforation by plication and the use 
of an omental tab to cover the whole is perhaps the best operation. 
This minimizes the danger of pyloric obstruction. ‘The abdomen 
should be very carefully suctioned out, particularly behind the 
liver and in the pelvis. Powdered, sterilized sulfathiazole should 
be sprinkled about and the abodmen closed without drainage. If 
drainage is employed at all the drain should not be put down to 
the site of perforation as this may produce a duodenal fistula. ‘The 
anesthesia of choice is high spinal, using a pontocaine-glucose mix- 
ture. Postoperative treatment includes morphine by the clock, high 
Fowler's position, and intravenous fluids. Wangensteen suction 
should be used until active peristalsis and passing of gas has been 
restored. 

In massive hemorrhage a transfusion should be given before 
operation, during operation and after operation. A partial gas- 
trectomy is the operation of choice if the patient’s condition war- 
rants it. In less favorable cases, opening the duodenum or stom- 
ach and plicating the ulcer bed with silk sutures to stop the hem- 
orrhage may be preferable. 

Younger patients may as a rule be allowed to have gastrectomy 
after they have recovered from the hemorrhage, but as occasional 
fatal cases have occurred also in patients under 30 years of age, a 
constant observation is indicated. All patients who have had two 
or more gross hemorrhages should have a sub-total gastrectomy if 
they can stand it. 
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Obstructing ulcer in which sufficient scar tissue has formed 
to obstruct the pylorus calls for posterior gastroenterostomy. Care 
must be taken to rule out pylorospasm. If the obstruction is asso- 
ciated with a high gastric acidity and there are symptoms of ulcer 
activity, subtotal gastrectomy is the procedure of choice. 

About 5 per cent of ulcers are resistant to medical treatment 
and require subtetal gastrectomy. The value of various surgical 
procedures is discussed including a discussion of the amount of 
stomach to be removed, subtotal resection with exclusion of post- 
operative care. ‘The latter includes Wangensteen suction and 
intravenous fluids for several days. Fluids by mouth are started on 
the second or third postoperative day with the Levine tube 
clamped at longer intervals and a maintenance diet begun about 
the fourth or fifth day. The patient may find it necessary to eat 
5 or 6 meals a day until his remaining stomach section can take 
care of three large meals a day. 11 references. 


THE DURATION OF GASTRIC CANCER 


WALTER LINCOLN PALMER 


Univ. of Chicago School of Medicine, Chicago, Ill. 
Gastroenterology, 1:723-36, Aug. 1943 


Illustrative cases are reported showing that gastric cancers vary 
“enormously” in their rate of growth, from the “acute” rapidly 
metastasizing tumor causing death within fourteen or fifteen 
months after the first appearance of minor symptoms to the chronic 
type, in which the tumor is found to be small with no evident 
metastases at operation, even though symptoms have been present 
more than a year. The basis for the difference between the “‘acute” 
and “‘chronic”’ gastric cancers has not yet been determined. Histo- 
logically the ‘‘acute’’ cancers tend to be more infiltrative and show 
no cellular differentiation, and the “chronic” lesions tend to be 
more circumscribed and highly differentiated. However, this is not 
invariably true as some “‘chronic’”’ lesions are histologically of the 
infiltrative type with varying degrees of cellular differentiation. 
The clinical conclusion drawn from this study is that the prognosis 
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in certain gastric cancers is “hopeless,”’ although diagnosis is made 
and operation is done “early’’; in others the prognosis is good even 
though diagnosis is “‘late.’” No exact prognosis can be made on the 
basis of criteria known at present. Therefore, as a rule, all gastric 
carcinomas should be resected unless the existence of distant me- 
tastases can be proved. It is possible that in even some cases with 
metastases the removal of the primary tumor would have a favor- 
able effect on the growth of the secondary lesions, but “‘at present 
there is very little evidence to support this view.” 


GASTRIC RESECTION FOR PEPTIC ULCER 


JouN W. CLINE 


Stanford Univ. Medical School and San Francisco Hospital, San Francisco, Cal. 
California and West. Med., 59:7-13, July 1943 


Reports a series of 83 cases in which gastric resection was done 
for complications of peptic ulcer. ‘There were 47 duodenal ulcers, 
21 gastric ulcers, 1] gastrojejunal ulcers and 4 gastrocolic fistulae. 
The chief indications for operation were hemorrhage, perforation, 
obstruction, and intractability. As a rule acute hemorrhage from 
peptic ulcer in patients under 45 years of age should be treated by 
medical measures; operation is more frequently indicated in older 
patients. Frequent blood transfusions are indicated in these cases 
whether medical or surgical treatment is employed. Operation was 
done in 7 cases in this series in “‘the actively bleeding phase’; there 
was one death. Operation can be done more safely after recovery 
from hemorrhage; the advisability of operation should be con- 
sidered in such cases, especially in older patients and if more than 
one hemorrhage has occurred. In this series resection was done 
after a single recent hemorrhage in 14 cases, and after recurrent 
hemorrhage in 7 cases. Immediate operation is indicated in cases 
of perforation of the ulcer, but the author’s usual practice in such 
cases is simply to close the perforation; gastric resection was done 
in only 5 cases in this series and at the time of acute perforation, 
and in all of these some definite indication for the operation other 
than the perforation was present. The author favors gastric resec- 
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tion rather than gastroenterostomy in cases of obstruction compli- 
cating peptic ulcer; this operation was done in 12 cases of obstruc- 
tion, 11 duodenal ulcers and one gastric ulcer. In duodenal ulcer 
operation for intractability is indicated after medical treatment has 
failed to relieve symptoms, or in some cases in which it is impos- 
sible to carry out adequate medical treatment, owing to the pa- 
tient’s occupation, economic status or “educational deficiencies.”’ 
With gastric ulcer, the factor of possible malignancy is of impor- 
tance in deciding upon indications for operation. In the author’s 
opinion, operation is indicated at once in any case of gastric ulcer, 
in which the history, the location, size, x-ray and gastroscopic ap- 
pearance of the ulcer, and the acid levels “‘do not strongly indicate 
a benign ulcer.’ In the cases in which all evidence is in favor of 
benign ulcer, medical treatment should be tried for “‘a limited 
period”’; if this does not result in improvement in symptoms and in 
the appearance of the ulcer, or if there is any recurrence after tem- 
porary improvement, operation is indicated. In this series opera- 
tion was done for “‘intractability” in 25 cases (17 duodenal and 8 
gastric ulcers). 

In most cases, two-thirds of the stomach were removed, oc- 
casionally more in cases of high gastric ulcer; the pylorus and an- 
trum were removed in all cases; this is important for the reduction 
of gastric acidity. Gastric ulcers should be removed, but duodenal 
ulcers, if not actively bleeding, may be left in situ, if their removal 
is difficult, as such ulcers usually heal. Eight to 12 gm. of sulfanila- 
mide was placed in the abdominal cavity and the abdominal wall 
‘before and during closure.” Except in acute emergencies, pa- 
tients should be carefully prepared for operation with special at- 
tention to the nutritional disturbances that are common in peptic 
ulcer patients. Preoperative transfusions are of value in the pre- 
vention of shock. Patients with gastrojejunocolic fistulae are given 
succinylsulfathiazole in the preoperative period; and preoperative 
colostomy is done in these cases. A Levine tube is employed and 
left in place during operation; continuous suction is applied for 
about seventy-two hours. The stomach is then aspirated; a meas- 
ured amount of fluid (about 300 cc.) is introduced and the tube 
clamped; at the end of three hours the stomach is again aspirated; 
if more than half the fluid has passed out of the stomach, the tube 
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in certain gastric cancers is “hopeless,” although diagnosis is made 
and operation is done “early”; in others the prognosis is good even 
though diagnosis is ‘late.’ No exact prognosis can be made on the 
basis of criteria known at present. Therefore, as a rule, all gastric 
carcinomas should be resected unless the existence of distant me- 
tastases can be proved. It is possible that in even some cases with 
metastases the removal of the primary tumor would have a favor- 
able effect on the growth of the secondary lesions, but “‘at present 
there is very little evidence to support this view.” 


GASTRIC RESECTION FOR PEPTIC ULCER 
Joun W. CLINE 


Stanford Univ. Medical School and San Francisco Hospital, San Francisco, Cal. 


California and West. Med., 59:7-13, July 1943 


Reports a series of 83 cases in which gastric resection was done 
for complications of peptic ulcer. ‘There were 47 duodenal ulcers, 
21 gastric ulcers, |] gastrojejunal ulcers and 4 gastrocolic fistulae. 
The chief indications for operation were hemorrhage, perforation, 
obstruction, and intractability. As a rule acute hemorrhage from 
peptic ulcer in patients under 45 years of age should be treated by 
medical measures; operation is more frequently indicated in older 
patients. Frequent blood transfusions are indicated in these cases 
whether medical or surgical treatment is employed. Operation was 
done in 7 cases in this series in “the actively bleeding phase’; there 
was one death. Operation can be done more safely after recovery 
from hemorrhage; the advisability of operation should be con- 
sidered in such cases, especially in older patients and if more than 
one hemorrhage has occurred. In this series resection was done 
after a single recent hemorrhage in 14 cases, and after recurrent 
hemorrhage in 7 cases. Immediate operation is indicated in cases 
of perforation of the ulcer, but the author’s usual practice in such 
cases 1s simply to close the perforation; gastric resection was done 
in only 5 cases in this series and at the time of acute perforation, 
and in all of these some definite indication for the operation other 
than the perforation was present. he author favors gastric resec- 
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tion rather than gastroenterostomy in cases of obstruction comph.- 
cating peptic ulcer; this operation was done in 12 cases of obstruc- 
tion, || duodenal ulcers and one gastric ulcer. In duodenal ulcer 
operation for intractability is indicated after medical treatment has 
failed to relieve symptoms, or in some cases In which it is impos- 
sible to carry out adequate medical treatment, owing to the pa- 
tient’s occupation, economic status or “educational deficiencies.” 
With gastric ulcer, the factor of possible malignancy is of impor- 
tance in deciding upon indications for operation. In the author's 
opinion, Operation is indicated at once in any case of gastric ulcer, 
in which the history, the location, size, x-ray and gastroscopic ap- 
pearance of the ulcer, and the acid levels “do not strongly indicate 
a benign ulcer.’ In the cases in which all evidence is in favor of 
benign ulcer, medical treatment should be tried for “a limited 
period”’; if this does not result in improvement in symptoms and in 
the appearance of the ulcer, or if there is any recurrence after tem- 
porary improvement, operation is indicated. In this series opera- 
tion was done for “intractability” in 25 cases (17 duodenal and 8 
gastric ulcers). 

In most cases, two-thirds of the stomach were removed, oc- 
casionally more in cases of high gastric ulcer; the pylorus and an- 
trum were removed in all cases; this is important for the reduction 
of gastric acidity. Gastric ulcers should be removed, but duodenal 
ulcers, if not actively bleeding, may be left in situ, if their removal 
is difficult, as such ulcers usually heal. Eight to 12 gm. of sulfanila- 
mide was placed in the abdominal cavity and the abdominal wall 
“before and during closure.’” Except in acute emergencies, pa- 
tients should be carefully prepared for operation with special at- 
tention to the nutritional disturbances that are common in peptic 
ulcer patients. Preoperative transfusions are of value in the pre- 
vention of shock. Patients with gastrojejunocolic fistulae are given 
succinylsulfathiazole in the preoperative period; and preoperative 


colostomy is done in these cases. A Levine tube is employed and 
left in place during operation; continuous suction is applied for 
about seventy-two hours. The stomach is then aspirated; a meas- 
ured amount of fluid (about 300 cc.) is introduced and the tube 
clamped; at the end of three hours the stomach is again aspirated; 
if more than half the fluid has passed out of the stomach, the tube 
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is withdrawn and feeding by mouth is begun, gradually increasing 
the amount and variety of the diet. Protracted use of the Levine 
tube should be avoided, as this causes ulceration of the pharynx 
or esophagus. 

In the author's series of 83 cases there were 5 postoperative 
deaths. In one case death was due to bilateral pneumonia (before 
“the time of effective chemotherapy”); 3 of the deaths, the author 
believes, were due to errors of judgment (too radical operation for 
excision of duodenal ulcer). “Che mortality of 6 per cent, while not 
high for the type of patients treated, “should and can be im- 
proved.” ‘The early results of gastric resection in peptic ulcer the 
author considers are “far superior to those of any other operative 
procedure.’ Late results cannot yet be determined, but most pa- 
tients have been followed up for at least a year, and ‘‘on the whole” 
the results have been “excellent.” Some patients complain of full- 
ness, discomfort, “cramps” or diarrhea after large meals, but it has 
been found that most of these symptorns are caused by “dietary or 
alcoholic indiscretions.” Postoperative gastric analyses were not 
done in all the cases in this series, but only 2 patients showed free 
hydrochloric acid on a simple histamine test; one was a case of 
gastrojejunal ulcer, the other had had only a limited resection. 


METABOLIC STUDIES IN PATIENTS WITH CANCER OF 
THE GASTRO-INTESTINAL TRACT: HYPOPROTEI- 
NEMIA AND ANEMIA IN PATIENTS WITH 
GASTRIC CANCER 


IRVING ARIEL, PAUL E. Rexkers, G. T. PAcK and C. P. RHoaApDs 


Memorial Hospital, New York, N. Y. 
Ann. Surg., 118:366-71, Sept. 1943 


Determinations of total serum proteins and hemoglobin and 
red cell counts were made in normal controls; in patients with gas- 
tric cancer (unoperated), with non-neoplastic gastric disorders and 
with nonspecific oral leukoplakia; and in 12 patients who had had 
a gastric carcinoma removed three months to ten years before this 
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study was made. In addition the amount of nitrogen excreted in the 
feces was determined in 10 patients with gastric cancer. It was 
found that 59 per cent of patients with gastric carcinoma had hy- 
poproteinemia, and 70 per cent had anemia; the anemia was more 
frequently macrocytic (37 per cent) than microcytic (9 per cent). 
[he incidence of hypoproteinemia and anemia could not be corre- 
lated with dietary deficiencies, and the incidence of anemia could 
not be correlated with blood loss due to bleeding from the gastric 
lesion; 31 per cent of patients with chronic blood loss showed 
macrocytosis. None of the 12 patients who had had a gastric carci- 
noma removed showed hypoproteinemia, and only 25 per cent 
were anemic; no correlation was found between the persistence 
of the anemia and the interval since resection of the carcinoma. 
Patients with gastric carcinoma showed a normal excretion of nitro- 
gen in the feces, which indicates that the hypoproteinemia and 
anemia associated with gastric carcinoma are not due to a malab- 
sorption or maldigestion of the protein of the diet. “The findings 
indicate, rather, that the presence of gastric carcinoma induces 
some metabolic abnormality that interferes with the “fabrication” 
of proteins. ‘The surgical removal of the carcinoma corrects this 
disorder, but the impaired fabrication of hemoglobin is less often 
reversible than that of serum proteins. 


LATE RESULTS OF GASTRECTOMY (Resultados tardios 


das gastrectomias) 


\Loysio NEIVA FitHo and EpGarp MARQUES DE ALMEIDA 
Rio de Janeiro 


\ Folha med., 24:51-55, Mar. 25, 1943 


[he authors outline the proper treatment for various late com- 
plications of gastrectomy. For cases of gastrojejunitis, they recom- 
mend antispasmodics, such as belladonna, atropin, etc., large doses 
of vitamin B and C, galvanodiathermy and, in cases of hyperacidity, 
alkalines, pil, bone marrow, or cream. Liver therapy and pancreas 
preparations are likewise of value. Reflex stimuli from the solar 
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plexus may cause a great variety of symptoms. An instance of ex- 
cessive local sudoresis following gastrectomy is described, which 
failed to respond to atropin. In a large number of cases, gastrec- 
tomy leads to gastric hypoacidity. In some cases a veritable anacid- 
ity results. Eventration is frequently encountered in cases of gas- 
trectomy by supraumbilical median laparotomy, possibly due to 
inadequate suture and the fact that one is operating in a not per- 
fectly aseptic field. It is best to approximate the margins of the 
wound plane by plane to obtain different zones of cicatrization. 
Anemia in gastrectomized patients may range from a pernicious 
type to simple secondary anemia. In these cases it is wise to ad- 
minister fresh or dried hog stomach. Blood transfusions are oc- 
casionally of value. Intestinal disinfectants, pepsin hydrochloride, 
pancreatin and Coli vaccines are recommended, with a diet rich in 
carbohydrates and vitamins, with little fat, and plenty of foods 
aiding hemopoiesis such as heart, brain and kidneys of animals. 
Liver treatment is likewise of benefit and should include 200 to 
3,000 grs. daily of rare liver. Iron and hydrochloric acid in of- 
ficial dilution are also indicated. 

Many gastrectomized patients are admitted years later for dis- 
turbances due to adhesions. In the early postoperative period in- 
testinal occlusion will draw attention to the possibility of adhesions. 
In the late postoperative period constant pain due to traction on 
nerves and changes in intestinal dynamics will indicate adhesions. 
The treatment of adhesions is preventive and curative. In pre- 
vention one has to consider a careful handling of the viscera, 
peritonization of surfaces, adequate hemostasis. “he viscera and 
cavities must be cleansed of extravasating fluids during operation. 
If drains are indicated use drains of rubber or glass. Care must be 
taken not to include omental tissue in closing the abdominal wall. 
If the possibility of adhesion formation is considered likely at op- 
eration drops of camphorated oil may be introduced. Dry heat 
should be applied in the postoperative period to the abdominal 
wall with careful regulation of elimination. If the fibrolysin does 
not bring the desired result, and the pain persists, surgical inter- 
vention may be required. If the technic of aseptic gastrectomy by 
lamination as recommended by Mauricio Gudin is followed, ad- 
hesions are unlikely to form. 4 figures. 





ot ex- 
which 
istrec- 
nacid- 
yt gas- 
lue to 
yt per- 
of the 
ation. 
icious 
to ad- 
Tre Oc- 
loride, 
‘ich in 
foods 
imals. 
200 to 
in of- 


or dis- 
iod in- 
esions. 
ion on 
esions. 
n pre- 
viscera, 
ra and 
ration. 
nust be 
il wall. 
at op- 
ry heat 
ominal 
in does 
1 inter- 
omy by 
ed, ad- 





QUARTERLY REVIEW OF SURGERY 17 


OBLIQUE, ASEPTIC, END-TO-END ILEAC ANASTOMOSIS, 
PROCEDURE OF CHOICE IN STRANGULATING SMALL 
BOWEL OBSTRUCTION 


CLARENCE DENNIS 


Minneapolis, Minn. 


Surg., Gynec. & Obst., 77:225-42, Sept. 1943 

The type of procedure used in 16 consecutive cases of strangu- 
lating small bowel obstruction at the University of Minnesota Hos- 
pitals is an oblique, aseptic, end-to-end anastomosis, a modification 
of that described by the author four years ago, which was in turn 
a modification of that of Martzloff and Burget. One of the chief 
difficulties which this procedure is designed to overcome is the 
end-to-end union of segments of widely differing diameter with- 
out the formation of blind pockets, kinks, etc. “The details of the 
procedure are described. Other advantages of the procedure in- 
clude the facts that end-to-end anastomosis requires but one suture 
line, that aseptic procedure permits apposition of serosal surfaces 
uncontaminated with luminal contents. The oblique placement 
of the clamps permits the best possible blood supply to the line of 
suture. Rotation of one segment of bowel with respect to the 
other minimizes angulation and therefore minimizes possibility of 
obstruction at the point of anastomosis. Rotation of the bowel 
avoids dangerous closure without peritoneum at the mesenteric 
border. ‘This type of anastomosis avoids the danger of stenosis at 
any time in the postoperative period. Summaries of 6 cases are 
presented to illustrate special points. A table presents the type 
and duration of obstruction, length resected, type of anastomosis, 
postoperative duration of suction, outcome and duration of hos- 
pitalization in the series of 15 cases. 

The author then proceeds to discuss the survival of dogs fol- 
lowing anastomosis by various methods after ileac obstruction and 
the healing of anastomoses performed on bowel subjected to dis- 
tention as a result of obstruction. He also discusses the healing in 
clinical cases after aseptic anastomosis. 


Ihe use of the procedure here described resulted in 14 re- 
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coveries and two deaths in the series of 16 cases under considera- 
tion. ‘he laboratory study of this anastomosis indicates that it is 
highly reliable either in the presence or absence of obstruction. 
Healing in bowel that has been obstructed 5 to 7 days and then 
anastomosed by this method is apparently as rapid and secure as 
in the absence of obstruction. Late contraction along the suture 
line apparently does not occur. 15 references. 17 figures. 2 tables. 


RESECTION OF THE RIGHT PORTION OF THE COLON 
CHARLES W. Mayo 


Mayo Clinic 
Surg. Clin. North America, 23:1121-25, Aug. 1943 


This report is based primarily on 135 cases in which resection 
of the right portion of the colon was performed on the author's 
surgical service prior to January |, 1943. In these cases, resection 
of the right portion of the colon either was the only surgical pro- 
cedure employed, or was employed as part of a multiple stage 
operation, such as partial or complete colectomy. ‘The author 
also discusses 3] cases in which a palliative ileocolostomy or an 
exploratory laparotomy was the only surgical procedure employed. 
After a discussion of the operative procedure employed and the 
mortality rates the author concludes that one-stage resection of 
the right portion of the colon with primary end-to-end anasto- 
mosis of the ileum to the transverse colon, following the technic 
of suture over rubber-covered clamps, as described by Schlicke, 
and the author, is the operation of choice. It often is to be con- 
sidered in preference to side-to-side ileocolostomy even as a pallia- 
tive procedure, when a small amount of metastatic involvement 
is present in the liver. 

Of 100 patients coming to the Clinic, it was impossible to do 
anything for nine; in 24 cases only palliative procedures were pos- 
sible. 67 cases were treated by resection for the purpose of cure. 
This gives a resectability rate of 73.6 per cent. In the surgical 
treatment of non-specific ileocolitis, the multiple stage operation 
gives the lowest mortality. Greater care must be exercised in 
selecting a one-stage procedure in the presence of benign inflamma- 
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tion than in the presence of a malignant lesion. If the one-stage re- 
section is selected, the resection should be wide of involved bowel 
to insure making the anastomosis between colon and ileum in 
tissue that is free of any inflammation. 4 references. 2 tables. 


PANNIN CONTROL OF ILEOSTOMY 


MATTHEW PEELEN and FREDERICK F. YONKMAN 


Kalamazoo, Mich. Detroit, Mich. 
Am. J. Digest. Dis., 10:277-78, July 1943 


One of the most obstinate conditions causing consternation to 
the physician is that of a patient with a terminal ileostomy or 
cecostomy from which considerable quantities of fluid are lost be- 
cause of the intestinal refractoriness to all commonly accepted 
forms of treatment. A case is reported in detail in which severe 
fluid loss from an ileostomy refractory to oral bismuth and opium 
therapy was corrected by oral administration of U.S.P. XI prepara- 
tions of acetyl tannate and albumin tannate. Sufficient fluid was 
conserved with these agents to allow discontinuance of intravenous 
saline and glucose infusion. ‘The probable mechanism of action of 
these tannin preparations may have been diminished peristalsis, 
decrease in secretion of succus entericus, or promotion of more 
rapid absorption of ileac fluid. ‘The latter seems more probable. 
These tannin preparations might be of value in preparing the 
ileostomized or cecosomized patient for surgery as indicated in the 
case here reported. 


CARCINOMA OF THE LARGE BOWEL 


F. F. McGAuLey 
Schenectady, N. Y. 


New York State J. Med., 43:1727-31, Sept. 15, 1943 


In a series of 58 cases of carcinoma of the colon observed by 
the author from March 1933 to March 1943, 30 were judged in- 
operable and operation was done in 28. Twelve of the 28 patients 
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operated on are living. In some of the cases judged to be inop- 
erable at the time they came under observation, resection might 
have been done. ‘There were 2 cases with metastases to the liver, 
but the primary lesion was small and located in the descending, or 
sigmoid colon; these patients were seen in the earlier years before 
most surgeons considered such cases operable even though there 
were some metastasis to the liver. ‘There were 6 cases with in- 
volvement of the uterus or small intestine, but no liver metastases, 
which might now be considered operable. ‘There were also 3 
cases with carcinoma at the rectosigmoid juncture with involve- 
ment of the adjacent structures but no metastases, which might 
well have been submitted to a two-stage operation. The author 
has recently seen 2 such cases in which the involvement of neigh- 
boring structures was inflammatory and subsided after four weeks, 
so that complete removal of the growth was possible with a two- 
stage operation. ‘The low operability of carcinoma of the colon 
and rectum is due mainly to failure to make an early diagnosis. 
The most common symptoms of cancer of the colon are “cramps” 
and increasing constipation; in 55 per cent of the author's cases 
tarry or bloody stools had been present for months. 

If a thorough examination of every patient with such symp- 
toms were made—including rectal and sigmoidoscopic examination 
and x-ray examination with barium enema when indicated, diag- 
nosis could be made when the growth is operable in many cases. 
A few cases, however, have no suspicious symptoms until the 
growth is inoperable. If the history shows a possible obstruction 
or bleeding lesion, but the x-ray is negative, the x-ray examination 
should be repeated in a month; if it is still negative but the symp- 
toms persist, an exploratory operation should be done. For the 
average surgeon, the author believes, the two-stage Mikulicz tech- 
nique, as employed at the Lahey clinic, is the best type of operation 
for any cancer of the colon from the rectum to the sigmoid. Lesions 
low in the sigmoid “bordering on”’ the rectum may be treated by a 
Miles operation, or a two-stage operation (Lahey). If the car- 
cinoma causes an acute obstruction a preliminary cecostomy 
should be done by Cattell’s method, and the lesion removed two 
or three weeks later when the inflammatory reaction has subsided. 
The use of sulfanilamide in the peritoneal cavity is indicated in 
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any case where there is a possibility of “contamination”; 15 gm. 
are “sprinkled” in the abdomen in such cases. Eight hours after 
operation, the intravenous administration of 214 gm. of the drug 
in 100 cc. of distilled water is begun. After forty-eight hours, sul- 
fanilamide may be given by mouth, if well tolerated, in doses of 1 
gm. every four hours. 

The aim of this therapy is to keep the blood concentration of 
the drug between 7 and 10 for four or five days after operation. 
Che author is of the opinion, however, that sulfa drugs should be 
used “with caution and only if there is a question of contamination 
during the operation.”” Preoperative and postoperative treatment 
is “very Important” In cases of carcinoma of the colon; it should 
include a study of the blood chemistry and the administration of 
adequate fluid; blood plasma is given during operation to prevent 
postoperative shock. ‘The Miller-Abbott tube is of special value 
in obstruction of the large bowel if the ileocecal valve is patent. 
From his study of results in his own series of cases, the author con- 
cludes that in cancer of the colon “‘a high operability is more de- 
sirable than a low mortality.” 


CARCINOMA OF THE COLON AND RECTUM. A REPORT 
OF 503 PATIENTS TREATED AT THE LAHEY CLINIC 
1938-1941 INCLUSIVE 


RicHARD B. CATTELL 


Boston, Mass. 


Surgery, 14:378-86, Sept. 1943 


The histories of 331 patients, treated for carcinoma of the colon 
and rectum at the Lahey Clinic trom 1938 to 1940, were reviewed 
to obtain clinical data. Tabular analyses show age, sex, location 
of the tumor, duration of symptoms, extent of lesion, operability, 
type of operation, operative mortality, causes of death and end 
results. 420 resections were carried out with 45 operative deaths, 
or a total percentage mortality of 10.7. 168 patients had a one- 
stage abdominoperineal resection with 11 deaths (6.5 per cent). 
The mortality was double this figure following the two-stage ab- 
dominoperineal resection of the Lahey type (12 deaths in a series 
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of 87 patients). A high mortality also followed perineal resection 
in a small, poor-risk group, 3 deaths occurring in 15 operations (20 
per cent). ‘here were 133 Mikulicz resections with 15 deaths, a 
mortality of 11.3 per cent. Nineteen deaths followed palliative 
procedures. ‘he mortality after palliative procedures was more 
than double that for the group having resection. Approximately 
10 per cent of the patients had liver metastasis at the time of re- 
section. Likewise 22 per cent including those having liver meta- 
stasis had definite invasion of other structures. Of the 45 deaths, 
twenty were due to infection, 8 having peritonitis as a cause of 
death. Sulfanilamide was used in 5 to 10 gm. amounts in the peri- 
toneal cavity when gross soiling occurred. If soiling occurred in 
dissection of the rectum posteriorly, sulfanilamide was put in the 
presacral space. Except in a few cases no sulfonamide drugs were 
used in preoperative preparation and none in the peritoneal cavity 
in clean cases. ‘he other causes of death, such as pulmonary em- 
bolism, cardiac failure and obstruction, are what one would expect 
in any large group of abdominal procedures. In a summary of the 
year 1941, when 172 patients were seen and 140 were submitted 
to operation, there were 7 operative deaths, a mortality of 5 per 
cent. 79 one-stage obdominoperineal resections were performed 
with 3 deaths (3.8 per cent): 37 consecutive Mikulicz resections 
were performed with | death (2.7 per cent). An operability rate 
of 81.4 per cent was maintained during this year. <A one-stage 
abdominoperineal resection was performed in 76.7 per cent of the 
rectal carcinomas with a mortality of 3.8 per cent, and the modified 
Mikulicz resection, which at the Lahey Clinic is considered the 
operation of choice for carcinoma of the colon, was performed with 
a mortality of 2.7 per cent. Spinal anesthesia was used. 12 tables. 


A NEW PRACTICAL SIGMOIDOSCOPE 


Ceci: P. G. WAKELEY 
Hants, England 
Surgery, 14:395-96, Sept. 1943 


For more than a year the author has been using a coldlite 
sigmoidoscope which avoids danger of glare, electric shock, and 1s 
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especially useful in illuminating cavities. Because the source of 
light is outside of the tube, the surgeon is allowed an unobstructed 
view, freedom of operation, and safe use of diathermy instruments 
as the material is a perfect nonconductor of heat and electricity. 
The author has made a stainless steel inspection mirror with a 
graduated stem for use inside the sigmoidoscope. Ulcers, polypi, 
fissures and carcinomas can be detected at an early stage. Once 
the instrument is introduced the complete examination can be car- 
ried out by moving the mirror inside the tube. Unbreakable, and 
sterilizable by boiling, this instrument has proved a valuable addi- 
tion to the surgeon’s examining equipment. 2 figures. 


THE ELIMINATION OF COLOSTOMY IN THE RADICAL 
PREATMENT OF CANCER OF THE LARGE BOWEL. 
BASED ON OVER 400 CASES 


W. Wayne Bascock and Harry E. Bacon 
Philadelphia, Pa. 


Pennsylvania M.]., 46:1143-48, Aug. 1943 


Twelve years ago, the authors began eliminating colostomy in 
the resection of the large bowel for malignancy. The results 
proved so satisfactory to the patient that they have now operated 
on 414 patients with malignancy of the colon without permanent 
colostomy. With the earlier operations, the anus and sphincters 
often were sacrificed, although a perineal opening was formed for 
which the patients were grateful. Later it was found that, after 
widely resecting the cancerous rectum or rectosigmoid, the lib- 
erated sigmoid could be brought through the anal ring with an 
improved functional result. The result was even better when the 
thicker and stronger posterior segment of the sphincter was not 
divided. ‘The authors consider the most satisfactory operation is 
to liberate the sigmoid and rectum from above, resect it between 
clamps, close the abdomen, and then pull the upper sigmoid 
through the dilated and split anus, preferably by aid of an anterior, 
transverse perineal incision. Following this operation voluntary 
contractions of the sphincters continue and the patient is able to 





24 QUARTERLY REVIEW OF SURGERY) 


control solid fecal material. Most of these patients are then able 
to go without a pad or other protective device, with the possible 
exception of periods during which they may have a liquid diarrhea. 
The technic of the operation is described in detail. Of 414 radical 
operations for cancer of the colon, the mortality rate was 6.6 per 
cent for 212 cases of abdominoperineal proctosigmoidectomy with- 
out colostomy, and 4 per cent for perineal proctectomy. 81 per 
cent of 144 patients were living from one to five years, 38 per cent 
from 5 to 10 years and 19 per cent ten or more years after opera- 
tion. [here is no necessity for a permanent colostomy when the 
disease can be extirpated by operation and colostomy should like- 
wise be performed less often in the presence of ineradicable cancer. 
If metastases to the liver are small or limited in extent, and the 
patient 1s in fair condition, a resection of the primary growth with- 
out colostomy is usually justified. Some patients have lived from 
one to seven years after such an operation. ‘The last days of a 
patient with advanced cancer are only rendered more pitiful by a 
colostomy. His diet should be largely free from residue and he 
should have the comfort of adequate sedation. 


A DEODORANT FOR COLOSTOMIES 


W. C. CARROLL 


Saint Paul, Minn. 


Minnesota Med., 26:709-10, Aug. 1943 


The odor associated with a colostomy is due to the escape of 
gas and sometimes fecal matter through the opening, which has 
no sphincter muscle for voluntary control; the postoperative care 
at the hospital is difficult, and the patient with a permanent colos- 
tomy often is unable to return to his former occupation and be- 
comes a social outcast. While various pads, cups and belts have 
been used by colostomy patients that prevent the involuntary dis- 
charge of fecal matter, this does not prevent the escape of malodor- 
ous gases. With the cooperation of W. J]. Tomisicek of the Chem- 
istry Department of St. Thomas College (St. Paul, Minn), a chemi- 
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cal deodorant for use in colostomy cases has been prepared. It 
consists of a specially selected, treated, and activated carbon (90 
per cent) and phenylsalicylate (10 per cent). This is put up in 
sealed, enteric coated capsules, so that it passes through the 
stomach unaltered by the gastric secretions when taken by mouth. 
One capsule is given two or three times a day before meals. This 
substance is not absorbed from the intestines and has no untoward 
effect; it acts entirely by adsorption. In the hospital, it has been 
found that colostomy patients who take these capsules regularly 
can be cared for in two- or four-bed wards “without embarrassing 
any member in the room.’’ When the patients are discharged from 
the hospital, the regular use of the capsules prevents any mal- 
odorous discharge, and they are able to carry on their usual occupa- 
tions and a normal home life. “hese same capsules may also be 
used in cases of extreme flatulence, especially postoperative flat- 
ulence, when patients are cared for in wards of two or more beds. 


INTESTINAL CLAMPS. A NEW STRUCTURAL 
PRINCIPLE 


EpGAR |. PoTH 


Galveston, Tex. 


Am. J. Surg., 61:449, Sept. 1943 


It is not the purpose of the author to describe a new intestinal 
clamp, but rather to present a new principle which can be ap- 
plied to many of the existing designs of gastrointestinal clamps. 
[he principle consists merely in using beveled blades instead of 
blades with parallel surfaces for the jaws of the clamps. When a 
clamp having beveled blades crushes the wall of the bowel, the 
included tissue is squeezed toward the open edge of the bevel. 
Since the clamp is applied with the approximating edges of the 
beveled jaws facing the region where the suture is to be placed, 
the tissue traumatized by the blades is forced toward the edge of 
the clamp against which the bowel is to be resected. The tissue 
included in the jaws of the clamp is desicated with the hot cautery 
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to form a hard, dry wedge which will not pull through the jaws of 
the clamp. Although the total width of the jaws of the clamp may 
not exceed 2.5 mm., the end of the bowel is always securely held. 
2 references. 


MANAGEMENT OF ACUTE SUPPURATIVE APPENDI- 
CITIS IN THE SMALL RURAL HOSPITAL 


JAMES H. SPENCER, JR. 


Franklin Hospital, Franklin, N. J. 
Am. J. Surg., 61:249-58, Aug. 1943 


In 100 cases of acute appendicitis operated in a period of ten 
years, in two small hospitals in neighboring towns in a rural com- 
munity, 70 per cent of the patients were under 30 years of age and 
80 per cent were under 40 years of age. [he appendix had per- 
forated at the time of operation in 25 of these patients, one of 
whom died, a mortality rate of 4 per cent; there was one death in 
75 cases without perforation, a mortality rate of 1.3 per cent. ‘The 
mortality for the entire series was 2 per cent; in both the fatal 
cases operation was done forty-eight hours or more after onset of 
symptoms. Larger series of statistics, the author notes, also in- 
variably show that delay in operation increases the mortality in 
acute suppurative appendicitis. ‘he necessity for drainage may 
also be considered as a criterion of “the seriousness of the case as 
seen at operation.” In the 100 cases in the author's series, of 31 
patients operated on less than twenty-four hours after onset, only 
7 (22 per cent) required drainage; of 45 patients operated in 
twenty-four to forty-eight hours, 21 (46.6 per cent) required drain- 
age; of those operated on after forty-eight hours (24 patients), all 
required drainage. ‘The taking of laxatives after onset of symp- 
toms also influences the prognosis unfavorably. “['wenty-two of 
the patients had taken laxatives; 6 showed demonstrable abscesses 
or peritonitis, and 8 others a gangrenous or necrotic appendix; 
probably some of the other patients who had perforated appendices 
had taken laxatives, but did not admit doing so. All but 3 of the 
author’s patients were operated on without delay on admission to 
the hospital; in 2 cases delay was due to uncertain diagnosis, and in 
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one because the patient refused operation for three days; this 
patient, the author states was “rewarded” for her “obstinacy” with 
an appediceal abscess and a prolonged hospital stay. ‘To insure 
prompt operation in acute appendicitis, early diagnosis is essential. 
Pain was present in all the author's patients, usually not very 
severe, and located as a rule either around or above the umbilicus 
and shifting to the right lower quadrant, or beginning in the right 
lower quadrant. ‘Tenderness in the right lower quadrant was 
present in 98 of the 100 patients, and this is a more important 
diagnostic sign than the presence of pain; the point of maximum 
pain was usually but not invariable at McBurney’s point. Rigidity 
was present in 92 cases. ‘he diagnosis of appendicitis can usually 
be made on the presence of pain, tenderness and rigidity alone, 
but other symptoms are also of importance, especially nausea with 
or without vomiting in association with abdominal pain; 76 of the 
author's patients were nauseated and vomiting occurred in 57 of 
these. [he pulse rate was above 75 in 79 patients, and 85 showed 
some degree of tever, but a high fever is not characteristic of ap- 
pendicitis, and its presence should lead to a consideration of an- 
other possible diagnosis. Blood counts were made in 95 of the 
patients in this series and leukocytosis (about 10,000) was found 
in 90 cases. Fourteen of the patients had diarrhea, and 15 were 
constipated; the presence of diarrhea, according to the author’s 
experience, suggests a pelvic appendix. 

In the operation for appendicitis, the author believes spinal 
anesthesia is the method of choice, if the surgeon has had training 
in the use of this form of anesthesia, and no trained anesthetist is 
available; the patient should be kept under careful observation 
by a physician or “a competent nurse.”’ Spinal anesthesia was used 
in only 17 cases in this series; general anesthesia in 33 and avertin 
with general in 50 cases. The avertin in most cases was supple- 
mented with nitrous oxide and oxygen, in some cases with open 
drop ether. The McBurney incision was employed in most of 
these cases; the author considers that when the surgeon has only 
one assistant (as is usual in small hospitals), this incision reduces 
the technical difficulties “‘to a minimum.” In the treatment of the 
appendiceal stump, the author preters cauterization with the actual 
cautery, after ligation of the stump; the stump may then be 
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dropped back into the iliac fossa or buried with a purse-string 
suture, previously inserted. ‘The latter technique is not a true in- 
version of the stump and is preferred by the author. Most of these 
100 cases were operated before the introduction of the sulfa drugs; 
drainage of the wound was considered to be indicated in 53 cases; 
with the use of the sulfa drugs, the incidence of drainage would be 
reduced. ‘The author’s rule is: ““When is doubt, don’t drain.” 
The author urges the necessity for closer cooperation between 
physician and the surgeon and for “more and earlier consultations 
in suspected appendicitis.” 


APPENDICITIS. RESULTS OF SURGICAL TREATMENT 
UNDER VARYING CONDITIONS AT THE DUVAL 
COUNTY HOSPITAL 
|]. BENHAM STEWART 


Jacksonville, Fla. 
J. Florida M.A., 30-110-12, Sept. 1943 


During the first period of observation of cases of appendicitis 
in this hospital, 1936-1937, the sulfonamides had not been gen- 
erally employed, and certainly the powdered form had not been 
put into the abdomen. Nor were the sulfonamides used during 
the next period, from 1938-1939. By the third period from 1941- 
1942, the sulfonamides were in general use. The primary object 
of the investigation was a study of the methods of treatment, the 
records kept and the results as indicated by the mortality, mor- 
bidity and duration of hospitalization. ‘The use of the sulfona- 
mides did not affect mortality favorably, but it may have helped 
somewhat with the morbidity as reflected in duration of hos- 
pitalization. ‘These results seem to justify the stressing of good 
surgery first, and surgical aids, whether new or old, second. ‘This 
review of 292 cases, with tabulated results, illustrates the difficulty 
in obtaining facts of statistical value from average records. ‘The 
use of the resident system reduced the number of days of hospitali- 
zation and enabled the patients to receive more prompt attention 
and thus better treatment. 2 tables. 
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IMPORTANCE OF LATENT HEPATIC DISEASE IN 
SURGERY OF THE GALLBLADDER AND THE 
BILIARY TRACT 


ABRAHAM QO. WILENSKY 


New York, N. Y. 
M. Rec., 156:539-41, Sept. 1943 


If gross changes in the liver are discovered during operation on 
the gallbladder and biliary tract, the surgeon must be able to 
evaluate them in relation to the present changes in the biliary 
tract in order to make a prognosis. Some degree of acute or sub- 
The damage may be so mild as 
to be unrecognizable unless one is on the lookout. 


acute hepatitis is always present. 
‘The surgeon 
is usually faced by a relatively old form of liver disease in which 
repeated episodes of hepatic cell injury and/or infection have al- 
ready caused a chronic diffuse interstitial hepatic inflammation, the 
essential features of which are: degeneration, and destruction of 
hepatic cells, regeneration of cells from those remaining, and sub- 
sequent attempts at repair marked by proliferation of connective 
tissue. [he best and most competent idea of hepatic damage must 
still be based upon more or less purely clinical grounds. Jaundice 
indicates severe changes and a state of emergency. 


The hepatic 
reserve 1s about exhausted. 


Changes in renal function may in- 
dicate otherwise unrecognizable liver damage. ‘The interstitial 
hbrosis itself may be productive of secondary effects, as bad, if not 
worse than the original injury. The chances are that the patient 
will not be well and that there may be further disease culminating 
fatally. When liver injury due to interstitial changes can be sus- 
pected before operation, and possibly corroborated by liver func- 
tion tests any previously held opinion regarding the risks of op- 
eration must be revised. Such suspected changes might form 
serious objections to elective operation. In compulsory operations 
they might indicate the employment of different forms of anes- 
thesia, a change in the usual operative technic, which might help 
to obviate or lessen the immediate effects of operative trauma, or 


the effects of any resultant postoperative complication or event. 
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Of the available precautionary measures, an adequate supply of 
carbohydrate; especially an adequate supply of proteid; a suf- 
ficient supply of vitamin B factors and resultant improvement in 
the general nutrition are most important. 


THE SULFONAMIDE TREATMENT AND CLINICAL SIG- 
NIFICANCE OF CHRONIC BILIARY TRACT INFECTIONS 
LesteR M. Morrison, WILLIAM A. SWALM, EMorRyY BURNETT, 

FRANK W. KONZELMANN and EARLE J. SPAULDING 


Temple Univ. Medical School and Hospital, Philadelphia, Pa. 


Gastroenterology, 1:573-82, June 1943 


Cultures were made from the different layers of the gall bladder 
wall, from the cystic gland and from the bile of the gall bladder 
in 20 cases in which the gall bladder was removed at operation. 
All the gall bladders were found to be grossly diseased, the patho- 
logical diagnosis varying from acute, to subacute, to chronic chole- 


cystitis; 2 of the gall bladders were of the “strawberry” type: 
empyema was present in 2 cases. ‘Lhe cultures were all sterile ex- 


cept in the 2 cases in which there was empyema; in these 2.cases 
the cultures from the gall bladder wall and the bile were positive; 
for Esch. colt. in one case and a hemolytic streptococcus in the 
other. 

In animal experiments (rabbits) 1t was found that repeated 
intravenous injections of streptococcus and Esch. coli “in heavy 
suspensions’ failed to cause cholecystitis. Inoculation of the or- 
ganisms isolated from the 2 cases of empyema of the gall bladder 
into the gall bladder wall of rabbits produced an_ infectious 
cholecystitis in all animals. ‘The administration of sulfanilamide 
promptly eliminated such experimental infection from the gall 
bladder wall if the infecting organism was a streptococcus; but 
neither sulfanilamide or sulfathiazole had any effect on experi- 
mental gall bladder infection due to Esch. coli. 

Gall bladder bile was obtained by non-surgical drainage from 
19 of 244 patients with digestive tract symptoms. A streptococcus 
was present in 12 of these 19 cases, in association with Esch. coli 
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in 4 instances; Esch. coli in pure culture was isolated in 6 cases; a 
hemolytic staphylococcus with Friedlander’s bacillus in one case. 
In these 19 cases with positive bile cultures, a diagnosis of calculous 
or non-calculous cholecystitis was established in 11 cases; by chole- 
cystography, repeated biliary drainage or both. Sulfanilamide, in 
doses of 15 grains four times daily for seven days, eliminated all 
the streptococcus infections in the bile, but had no effect on the 
Esch. coli infections. Definite improvement in symptoms occurred 
in several of the patients with streptococcus biliary infection under 
treatment with sulfanilamide. 

The results of these studies indicate that infection plays ‘‘a 
minor role” in the production of gall bladder disease. ‘The authors 
are of the opinion that in most cases “‘disturbances in bile chem- 
istry,’ associated with metabolic disorders, are the primary cause 
of gall bladder disease; when gall bladder stasis or cystic duct ob- 
struction occurs, bacteria present in the gall bladder bile or in the 
biliary tract, may become pathogenic; such bacteria are responsible 
for the production of empyema of the gall bladder. It is suggested 
that in cases of gall bladder disease in which operation cannot be 
done or the patient refuses operation, culture of the gall bladder 
should be done; if streptococci are found a course of sulfonamide 
therapy should be given, with ‘‘a check-up” culture after comple- 
tion of the course. Culture of the bile should be repeated at in- 
tervals and other courses of sulfanilamide given if indicated. This 
might be of value in preventing complications and especially 
empyema if gall bladder stasis or obstruction should develop. 


THE PERFORATING GALL BLADDER, A REPORT OF 24 
CASES 


N. FrRepeERICK HICKEN and Q. B. Coray 


Univ. of Utah Medical School, Salt Lake City, Utah 
Rocky Mountain M. J., 40:524-33, Aug. 1943 


Reports 22 cases of perforated gallbladder in which operation 
was done; this complication is more common than has been sup- 
posed, as it occurred in 25.6 per cent of all cases of acute cholecys- 


ius under the authors’ observation. Acute cholecystitis, the 
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authors believe, is “a surgical emergency,” and operation should 
be done promptly allowing twelve to twenty-four hours for pre- 
operative preparation. Preoperative treatment includes: Admin- 
istration of sedatives to relieve pain; lavage of the stomach; siphon- 
ing off of gases from the small intestine by means of decompres- 
sion tube in the stomach; administration of hypertonic glucose 
solution and insulin to combat dehydration and assist carbohydrate 
metabolism; intramuscular injection of vitamin K, dosage being 
determined by the prothrombin level, to prevent postoperative 
hemorrhage; transfusion of whole blood, plasma, or prepared pro- 
teins as indicated; administration of vitamin B complex to combat 
“liver shock.” Spinal anesthesia has been employed in cases of 
acute cholecystitis and perforation, as nontoxic to the liver, pro- 
viding muscular relaxation and collapsing the distended intestines. 
The operation to be done must be determined according to the 
conditions in each case. Cholecystectomy should be done when- 
ever possible, but when the inflamed gallbladder is embedded in 
the liver so that a “‘classical cholecystectomy” is impossible, the 
Thorek operation has proved useful. If only a cholecystostomy 
is done, it must be recognized as a temporary measure. In the 
authors’ series, the morbidity and mortality were higher with 
cholecystostomy than with cholecystectomy. During the past 
eighteen months, the authors have explored the common bile duct 
in every case of cholecystectomy either surgically or by cholangio- 
graphy. Where the use of choledochal drains or tubes is neces- 
sary, postoperative cholangiography is employed to determine the 
proper time for their removal. Postoperative care includes con- 
tinuous oxygen therapy for seventy-two hours to prevent cardiac 
and pulmonary complications; ‘““decompression” of the stomach; 
administration of hypertonic glucose, vitamins K, C and B (com- 
plex), and prepared proteins, and liberal use of blood transfusions. 
In the authors’ 22 operations for perforated gall bladder, there 
were 2 deaths, a mortality of 9 per cent; 2 other patients died while 
waiting for the referring physician or relatives to give their consent 
to operation. Since acute cholecystitis and perforation of the gall 
bladder are acute complications of chronic cholecystitis, operation 
is best done in the chronic phase to avoid these acute surgical 
emergencies. 
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ACUTE OBSTRUCTIVE CHOLECYSTITIS AND APPLICA- 
PION OF THE PRINCIPLES OF TTS RATIONAL 
TREATMENT 


JAMES H. SAINT 


Sansum Clinic, Santa Barbara, Calif. 


Surg. Gynec. & Obst. 77:225-60, Sept. 1943 


Although it is true that the majority of patients with acute 
cholecystitis will recover from the acute attack, gangrene and per- 
foration of the gall bladder with peritonitis will occur in a certain 
percentage of cases; the important factor in preventing a fatal 
termination in the latter case is to determine on what indications 
operation should be done to avoid these complications. In acute 
obstructive cholecystitis there are both obstruction of the outlet of 
the gall bladder and acute inflammation of its walls. ‘The most 
common cause of the obstruction is impaction of a stone in the 
cystic duct, but it may also result from occlusion of this duct by 
inflammatory edema. ‘The obstruction and inflammation of the 
wall of the gall bladder result in increased intravisceral tension 
caused by increase of the fluid contents of the gall bladder by 
both exudation and transudation. If this increased tension be- 
comes so acute as to interfere with the blood supply it may cause 
gangrene. If the obstruction is overcome “by natural means,”’ as, 
for example, by the dislodgment of a stone obstructing the outlet, 
the intravisceral tension is relieved and the inflammatory process 
subsides; the patient recovers from the attack without operation, 
and operation can be done later. But if the intravisceral tension 
is not thus relieved, operation is necessary to prevent serious com- 
plications. ‘The author has found that the most important single 
manifestation of such unrelieved intravisceral tension of the gall 
bladder is the development of a tender palpable mass in the right 
upper quadrant. ‘This sign is, therefore, the most important 
single indication for operation in acute obstructive cholecystitis. 
Other important indications that the pathological changes in the 
gall bladder are progressing (the usual accompaniments of the 
typical gall bladder mass) are “increasing pulse rate, spreading 
muscular rigidity in the gall bladder region, and deterioration of 
the patient’s general condition.” 


‘Two illustrative cases are re- 
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ported in both of which the patients were kept under observation 
from the onset of an attack of biliary colic. In one of these a 
palpable mass deveolped in the gall bladder region associated with 
muscular rigidity in the same area, and operation was done 
promptly as soon as the mass was palpable, with good results. In 
the other case no mass was palpable in the gall bladder region at 
any time, although there was some abdominal tenderness and 
rigidity; the symptoms subsided rapidly. An elective operation 
was done subsequently and a gall bladder containing small calcult 
was removed. 


RESULTS OF GALLBLADDER SURGERY IN DIABETES 
MELLITUS 


HAROLD E. EISELE 


St. Louis, Mo. 
Ann. Surg., 118:107-15, July 1943 


In a follow-up study of 76 diabetic patients who had had a 
gallbladder operation prior to 1942, it was found that the results 
were equally as good as in nondiabetics. ‘The gallbladder disease 
was benign in 65 of these patients; the incidence of complications 
in these cases of benign gallbladder disease was higher than in 
nondiabetic patients—2.2 per cent—including hydrops, empyema, 
gangrene, perforation and pancreatitis. [he operative mortality 
in the entire series of 76 cases was 3.9 per cent, in the cases of 
benign gallbladder, 4.6 per cent, and in the cases of benign gall- 
bladder disease with complications, 14 per cent. In the follow-up 
study, it was found that complete relief of symptoms had resulted 
from operation in 77 per cent of the 65 cases of benign gallbladder, 
and partial relief in 12 per cent. In the cases with benign gall- 
bladder disease, there was no evidence that operation had any 
effect on the severity of the diabetes as determined by the insulin 
requirement one year before and one year after operation. ‘There 
was only one exception in a patient with obstruction of the com- 
mon duct by stones and chronic jaundice, who developed marked 
insulin resistance five months prior to operation and continuing 
through the postoperative period; the insulin requirement di- 
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minished rapidly in the succeeding months until the patient re- 
mained sugar-free without insulin two years after operation. In 
cases of obstructive malignant lesions of the gallbladder or pancreas, 
marked diminution of the insulin requirement occasionally oc- 
curred after operation for relief of the obstruction. ‘The indica- 
tions for gallbladder operations in the diabetic are essentially the 
same as in the non-diabetic patient, with due consideration to the 
greater susceptibility of diabetics to perforation of the gallbladder 
and resulting complications and their greater liability to 
arteriosclerosis. 


THE INCIDENCE OF GALLSTONES IN THE HIGHER 
AGE GROUP 


FREDERICK I. Dessau 


Harvard Medical School and Long Island Hospital, Boston, Mass. 
New England J. Med., 229:464-65, Sept. 16, 1943 


In a study of 3,242 postmortem records at the Long Island 
Hospital, Boston, Mass., for the years 1900 to 1942, inclusive, it 
was found that 2,791 patients that came to autopsy were over 40 
years of age. Below the age of 40 years, the incidence of gallstones 
was 1.5 per cent; from 41 to 60 years of age, the incidence was 12.9 
per cent increasing to 32.8 per cent at ages of 81 years and over. 
The theory that cholelithiasis originates relatively early in life, 
becoming manifest later, was not supported by these findings. 
Only 38 per cent of the gallbladders containing stones showed gross 
lesions easily recognized at autopsy. ‘These findings, the author 
notes, “cast some doubt on the surgical dictum that there are no 
innocent gallstones.”’ Cholecystitis without gallstones was found 
in about 2.5 per cent of the entire series of postmortem records. 
There was a definitely higher incidence of gallstones in women, 
but this was less marked in the period of 1923 to 1942 (inclusive) 
than in the earlier period of 1900 to 1922. ‘There was a definite 
increase in the incidence of gallstones for all age groups above 40 
years and both sexes in the later period. Some authors maintain 
that gallstones occur most frequently in poorly nourished popula- 


tions. As the Long Island Hospital cares for “destitute” patients 
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only, the high incidence of gallstones reported would seem to 
support this theory; however, no comparison has been made with 
findings in higher income groups. 


ROUTINE CYSTIC DUCT DRAINAGE FOLLOWING 
CHOLECYSTECTOMY 


DEAN MACDONALD 


St. Catharines, Ontario, Canada 


Ann. Surg., 118:97-100, July 1943 


A calculus remaining in the cystic duct after cholecystectomy is 
always ‘a potentially serious, and even a fatal complication.” For 
this reason the author advocates either immediate cholangiography 
on the operating table, or, when this is not possible, postoperative 
cholangiography. For the latter, a small rubber catheter is em- 
ployed, which is placed in the remaining (proximal) portion of 
the cystic duct and tied with 40-day chromic catgut. If the duct 1s 
small, it may be necessary to cut it longitudinally in order to insert 
the catheter. ‘The cystic duct must be well exposed and clearly 
visualized before removal of the gall bladder, and the introduction 
of the tube takes “only a few minutes longer” than clamping and 
tying the cystic duct stump. ‘The catheter is brought out in the 
reperitonealized gall bladder bed through a small stab wound in 
the abdominal wall; a “sleeve” of omentum may be used to cover 
any portion of the tube that is not retroperitoneal; in this way the 
danger of adhesions is minimized. For cholangiography, 35 per 
cent diodrast is used, or in thin patients 17.5 per cent has been 
found satisfactory; serial exposures are made after the injection of 
each 3 cc. of the diodrast until the duct is filled (usually four or 
five injections). If the duct is very large 5 to 10 cc. of the opaque 
medium may be used and two or more exposures made, two and 
ten minutes after inhalation of amyl nitrite. The cholangiographic 
study should be made before the patient leaves the hopsital. ‘The 
catheter in the cystic duct can also be used for other purposes, such 
as drainage or perfusion, or for “possible dissolution or fragmenta- 
tion of a calculus if one is found.” 
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TREATMENT OF INJURY TO COMMON DUCT WITH 
VITALLIUM TUBE 
BENJAMIN W. SEAMAN 


Hempstead, N. Y. 


Med. ‘Times, 71:269-70, Sept. 1943 


Injury to the common duct at operation usually results in 
stenosis; occasionally, however, the duct may be sectioned acci- 
dentally, and this accident not recognized so that it is not repaired. 
In the latter case an external biliary fistula results with acholic 
stools. Various procedures for the repair of the common duct have 
been employed, including bridging the deficiency of the duct by 
a rubber tube. ‘hese procedures sometimes prove inadequate, 
and when biliary obstruction recurs the rubber tube may become 
“clogged with precipitated bile salts.” Dr. Herman Pearse, of 
Rochester, N. Y., has developed the use of the vitallium tube for 
repair of the common duct, as he has found that bile salts have no 
effect on and do not deposit on vitallium. ‘The author has em- 
ployed a vitallitum tube for common duct repair in 2 cases. In 
the first case the common duct was opened at the primary opera- 
tion and a I-tube employed temporarily. ‘The patient subse- 
quently developed jaundice and other symptoms of biliary ob- 
struction, and at the second operation, the common duct was 
found to be stenosed “to the point of almost complete closure”; a 
vitallium tube was employed for repair of the duct. ‘The patient 
has been well for a year and a half since operation except for one 
attack of mild painless jaundice lasting a week. In the second 
case both the common and the hepatic duct had been sectioned at 
operation and a biliary fistula developed. ‘The patient was vom- 
iting, unable to take food, and dehydrated; bile was collected from 
the fistula and fed to the patient by mouth; this relieved the 
vomiting; feeding by mouth was begun and dehydration was cor- 
rected before the second operation, at which a vitallium tube was 
used for repair of both the common and the hepatic duct. Ex- 
ternal drainage of bile continued for more than two weeks after 
operation, but the wound finally healed completely, and the pa- 
tient made a good recovery and has “no residual indigestion.”’ 
While the use of a vitallium tube may not be necessary in every 
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case of repair of the common duct, the author is convinced that 


when other methods fail, the tube can be left in the body indefi- 
nitely without any ill effects. 


VENOUS PRESSURE IN THE LOWER EXTREMITIES 
DURING ABDOMINAL OPERATIONS 


Davip Davis, SAMUEL GILMAN and A. STONE FREEDBERG 


Harvard Medical School and Beth Israel Hospital, Boston, Mass. 


New England J. Med. 229:272-78, Aug. 12, 1943 


The frequent occurrence of thrombophlebitis of the femoral 
and leg veins after abdominal operations makes it important to 
study “the state of the venous circulation” in the legs during such 
operations. A study of the venous pressure in one of the super- 
ficial veins of the foot was made by the method of Moritz and von 
Tabora in 18 patients during abdominal operation. Definite in- 
crease 1n venous pressure was noted during some stage of 10 opera- 
tions on the uterus and its adnexa; the rise in pressure was most 
marked when traction was placed on the uterus and the pressure 
dropped rapidly when the uterus was released. In 2 of 4 cases of 
cholecystectomy, there was an appreciable rise of the venous pres- 
sure during exploration of the common duct; in 4 operations for 
herniorrhaphy, a definite rise of venous pressure was noted during 
operation in only one case but in 3 cases a persistent increase ac- 
companied the application of the adhesive dressing and abdominal 
binder at the completion of the operation. While no definite con- 
clusions can be drawn from this study, a review of the literature 
indicates that the rise in venous pressure noted in certain ab- 
dominal operations may be due to local vasospasm. ‘The slow fall 
in venous pressure observed in the author's study may be due to 
the opening up of collateral circulation and ‘‘a general increase 
in the size of the vascular bed’’; because the venous pressure is nor- 
mal or nearly so at the end of the operation, it does not necessarily 
indicate that the factors producing vasospasm are no longer in 
operation. ‘The rise in venous pressure following application of 
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the binder in herniorrhaphy may be best explained as due to 
mechanical obstruction to venous return “‘at the anterior rim of 
the pelvis.” Moderate pressure directly over the femoral vein 
in this region has a similar effect on venous pressure. “Whatever 
the mechanism,” the authors note, “the importance of avoiding 
a tight binder is apparent.” 


ANATOMIC AND CLINICAL STUDY OF THE TRANS- 
VERSE ABDOMINAL INCISION 


VINCENT L. Rees and FrepERIcK A. CoLLeR 


University of Michigan School of Medicine and Hospital, Ann Arbor, Mich. 


Arch. Surg., 47:136-46, Aug. 1943 


Four types of transverse abdominal incisions are considered— 
the transverse muscle retracting incision; the direct transverse in- 
cision of all layers; the oblique incision; and the flap incision. With 
the transverse muscle retracting incision, the rectus muscle is con- 
served, but in general this method is time-consuming and gives 
only a limited exposure. For pelvic operations, because of the 
altered construction of the rectus muscle sheath in this region, this 
type of incision is more easily made (the Pfannenstiel incision) 
and is more commonly used. ‘The direct transverse incision 1s con- 
sidered the method of choice for most abdominal operations by 
those who advocate transverse incisions; while the rectus muscle 
is secuioned, there is no evidence that it is permanently injured. 
The oblique incision is indicated chiefly for upper abdominal 
operations when there is a narrow costal arch; it should approach 
“the transverse plane” as nearly as possible. ‘The flap incision is 
used in cases where a wider exposure is necessary than is obtained 
with the usual transverse incision. It may also be used instead of 
the oblique incision when the costal arches are “steep.’’ This type 
of incision is more difficult to close than a “strictly transverse” or 


an oblique incision. In many instances transverse incisions pro- 
vide better and easier exposure than longitudinal incisions, 
especially in gall bladder operations. In operations on the upper 
abdomen the incision does not need to be extended “into that 
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portion of the celomic cavity where the greater portion of the 
small intestine lies’’; hence the small intestine is practically elim1- 
nated from the operative field and packing and manipulation are 
avoided. ‘The authors have found that the transverse incision re- 
sults in reducing postoperative pain, in producing a firm and nar- 
row cicatrix, and in reducing the time of the patient’s postop- 
erative hospitalization. At the University of Michigan Hospital, 
the incidence of pulmonary complications following 225 abdominal 
operations for which the transverse incision was employed was 2.6 
per cent, as compared with 9.5 per cent in a comparable series of 
346 operations in which the vertical incision was employed. 


ACUTE ABDOMINAL SYMPTOMS RESULTING FROM 
BLACK WIDOW SPIDER BITE 


HARWELL Witson (Major, M.C.,U.S.A.) 


J. Tennessee M.A., 36:314-16, Aug. 1943 


Because of the pronounced abdominal symptoms which are 
frequently associated with the bite of the black widow spider, it 1s 
desirable for all surgeons to be familiar with the syndrome in or- 
der that unnecessary operations may be avoided. ‘The most out- 
standing symptom is severe and usually cramplike abdominal pain 
with extreme boardlike rigidity of the abdominal musculature. 
Patients are often referred to the hospital with a diagnosis of some 
acute surgical condition of the abdomen. ‘The bite itself pro- 
duces no more discomfort than a pin prick. It has been pointed 
out that even in the presence of the marked abdominal rigidity, 
the abdomen usually moves with respiration and there is less ten- 
derness than is usually found in peritonitis producing such rigidity. 
At the onset of pain there is usually no fever, but after a few 
hours a temperature of 100 to 102 degrees may be reached. Nausea 
and vomiting occur in some cases. Leukocytosis is usually present. 
Recovery from a black widow spider bite usually takes place in 
from one to three days regardless of treatment. Morphine gives 
only partial relief. Hot baths have proved of some benefit. Specific 
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Latrodectus mactans antiserum when used within a short time after 
the bite has been inflicted now seems to be the most rational form 
of therapy. A few deaths have been reported in the literature but 
these are relatively unusual. “Twenty-five of a series of 56 cases 
collected by the author were bitten on the buttock or genitalia. 
Morphine, hot baths and specific serotherapy seem to give best 
results. ‘I'wo of the cases in this series were subjected to laparo- 
tomy for perforated appendix and perforated ulcer respectively. 
11 references. 


THE INTRAPERITONEAL USE OF SULFANILAMIDE IN 
GASTROINTESTINAL RESECTIONS 


THomas J. ANGLEM and Howarp M. CLuTE 


Boston Univ. School of Medicine and Massachusetts Memorial Hospital, Boston, Mass. 


New England J. Med., 229:432-34, Sept. 9, 1943 


Reports 75 cases of gastrointestinal anastomosis or other op- 
erative procedure requiring the opening and primary closure of 
one or more hollow abdominal viscera (chiefly gastric and colonic 
resections), in which sulfanilamide was applied intraperitoneally 
along the lines of suture in the viscera. ‘The amount of sulfanila- 
mide employed intraperitoneally in these cases varied from 4 to 
16 gm., an average of 7.8 gm.; in 10 cases an additional 2 to 4 gm. 
were left in the wound; in the more recent cases the amount used 
intraperitoneally has not exceeded 8 gm. While sulfanilamide 
was used in all these cases, recent reports by others indicate that 
a mixture of sulfanilamide and sulfathiazole may have definite 
advantages for intraperitoneal use. Additional sulfonamide was 
given by mouth in only one case in this series—a case of carcinoma 
of the sigmoid. ‘There were 6 postoperative deaths in these 75 
cases, but no death was due to peritonitis, although in one case 
evidence of intraperitoneal infection was found at autopsy. There 
were 3 minor and 2 major wound infections, but the patient re- 
covered in all these cases. ‘There was only one toxic reaction, a 


toxic hepatitis, followed by recovery. The authors’ experience in 
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these cases has convinced them of the value of the intraperitoneal 
use of sulfanilamide along the suture line in gastrointestinal anas- 
tomosis or other operation involving “peritoneal soiling.” If the 
amount of the drug used does not exceed 8 gm. in adults, and ad- 
ditional sulfonamide is not given by mouth before or after opera- 
tion, the danger of any serious toxic reaction is slight. 


INTRAPERITONEAL CHEMOTHERAPY 


Joun M. Waucu, Cooper H. McCay and WaLLAcE E. HERRELL 


Mayo Clinic and Mayo Foundation, Rochester, Minn. 


S. Clin. North America, 23:1144-62, Aug. 1943 


In preliminary studies of the concentration of sulfanilamide 
and sulfathiazole in the peritoneal fluid after intraperitoneal appl. 
cation and of the excretion of the two drugs, it was found that the 
concentration of sulfathiazole in the region of deposit of the drug 
was not as high as that of sulfanilamide, which is attributed to the 
lesser solubility of sulfathiazole. With both drugs the maximum 
blood concentration was reached at four to eight hours after 
intraperitoneal application of the drug; the blood concentration 
was lower with sulfathiazole than with sulfanilamide when the 
same amount of each drug (10 gm.) was deposited in the perti- 
toneal cavity. ‘The findings indicated that both drugs tend to 
become “‘walled off” in the peritoneal cavity if deposited in one 
area, and that concentrations of the drug in the peritoneal fluid 
elsewhere are dependent upon the blood concentration. Excretion 
of both drugs was more rapid if the drug was spread evenly over 
the peritoneal surfaces than if it was deposited in one area. Sulfa- 
thiazole is excreted more slowly than sulfanilamide with either 
method of application. On the basis of these findings, the authors 
feel that the deposition of crystals of the drug in one spot within 
the peritoneal cavity is not inferior to spreading the drug about as 
much as possible or of insufflating the drug over the peritoneal 
surfaces, unless there is a general widespread infection present. The 
spreading of the drug cuts short its prolonged bacteriostatic effect. 
Seldom have the authors used more than 10 gm. of sulfanilamide 
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or sulfathiazole intraperitoneally. For prophylaxis in the usual 
case of clean abdominal incision, they use 5 gm. ‘They have found 
crystals superior to powdered or microcrystalline forms of the drug. 
From April 1941 to December 31, 1942, a sulfonamide drug 
was implanted intraperitoneally (5 to 10 gm.) as a prophylactic 
measure, when there was no evidence of peritoneal infection, in 
791 patients who had major abdominal operations and in 218 pa- 
tients undergoing vaginal hysterectomy. Sulfanilamide was used 
in approximately two thirds of these cases, sulfathiazole in the 
other third. No major untoward reactions occurred; lesser reac- 
tions occurred chiefly when the drug was also given by mouth. 
No “‘amazingly beneficial” results were observed from the prophy- 
lactic use of the sulfonamides intraperitoneally in the usual “clean” 
case, but in cases where there is a possibility that peritoneal con- 
tamination has occurred, and especially in operations on the colon, 
such prophylactic use was of undoubted benefit, and the incidence 
of peritonitis after such operations was very definitely reduced. 
The use of sulfonamides is of particular value in the treatment 
of peritonitis secondary to perforative appendicitis. ‘he use of 
sulfonamides was first begun in such cases in 1937, with the sub- 
cutaneous administration of prontylin, but the doses used were 
too small and there was no appreciable reduction in the mortality 
rate. Adequate dosage was first used in 1940, and in 1941 and 
1942 practically every patient with perforative appendicitis and 
peritonitis or abscess received sulfanilamide or sulfathiazole intra- 
peritoneally, supplemented by subcutaneous or intravenous ad- 
ministration of the drug. ‘The mortality rate in these cases has 
been reduced to 3.8 per cent as compared with 16.9 per cent in 
cases of this type prior to the use of chemotherapy. Sulfanilamide 
has so far been used more frequently than sulfathiazole for intra- 
peritoneal application; however, the authors are of the opinion 
that sulfathiazole may prove to be the drug of choice, because it 
remains longer in the peritoneal cavity, is a better stimulant of 
local cellular response, and “a polyvalent antibacterial agent.” 
With either drug, the supplemental subcutaneous or intravenous 


chemotherapy should not be begun until after the second or third 
postoperative day. 





Surgery of the Kidney 


RENAL TUBERCULOSIS 


HARRY HAUSMAN 


Daytona Beach, Fla. 


J. Florida M.A., 30:57-62, Aug. 1943 


Following a general discussion of the modes of infection, 
pathology, symptoms and diagnosis of renal tuberculosis, the 
author proceeds to evaluate treatment for this condition. He bases 
his findings on a series of 10 cases treated at the Harlem Hospital 
and in private practice. ‘Three cases occurred in women and 7 
in men. The ages of the patients ranged from 20 to 40 years. 
The most common symptoms in all ten cases were frequency of 
urination, dysuria, and urgency. ‘The next most common symp- 
toms were hematuria and pyuria. In all of these cases the 
patients made an uneventful recovery after nephrectomy. In 8 
cases there was difhiculty in healing the wound because of forma- 
tion of sinus tracts. Before sulfathiazole and other sulfa drugs 
came into vogue, these sinuses persisted for some time. 

In uncomplicated unilateral renal tuberculosis surgery is the 
treatment of choice. It would appear that when the affected kid- 
ney is the site of severe and advanced lesion and the function of 
the opposite kidney is normal, the presence of a little pus or a few 
bacilli should not deprive the patient of the chance of a clinical 
cure by nephrectomy. If genital foci are discovered, they should 
be removed surgically as completely as possible within a short time 
after nephrectomy. The kidneys should be examined by ureteral 
catheterization in every case of genital tuberculosis and the genital 
organs should be examined in every case of renal tuberculosis. 
Extensive, active tuberculosis of the lungs may necessitate delay 
in the surgical treatment of renal tuberculosis or may in some 
cases contraindicate It. 

The same is true of tuberculosis of the spine, tuberculous per1- 
tonitis and other forms of the disease. 

In the presence of active pulmonary tuberculosis some writers 
believe nephrectomy should be delayed until the pulmonary lesion 
is under control. But if the pulmonary lesion fails to improve, 
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nephrectomy is indicated since the added drain of renal infection 
and bladder symptoms may hinder pulmonary recovery. When 
operation is performed, spinal anesthesia is to be preferred and 
the operation recommended is lumbar extraperitoneal nephrec- 
tomy. The ureter should be clamped, tied and divided with a 
cautery. [he author ligates the ureter as far down as possible. A 
rubber tube is left in the lower angle of the wound. ‘This drain 
is shortened and graduaily taken out at the end of a week. In cases 
of mixed infection sulfathiazole powder may be placed in the 
wound, and sulfathiazole tablets should be given orally. Sinus 
tracts should be treated by irrigation with Dakin’s solution and ex- 
posure to sunlight or ultraviolet light. Vitamins, especially vita- 
min ID), rest and outdoor life are important adjuncts in convales- 
cence. In some cases good results were obtained by injection of 
oxygen and sulfathiazole into the biadder. 9 references. 








Surgery of the Blood Vessels 


THE SURGICAL TREATMENT OF THROMBOSIS OF 
PERIPHERAL VEINS 


J. Ross VeaL and HuGH Hupson Hussey 


Washington, D. C. 
M. Ann. District of Columbia, 12:333-42, Sept. 1943 


There are several clearly defined clinical types of peripheral 
venous thrombosis, including acute thrombophlebitis, traumatic 
venous thrombosis and stasis thrombosis. Although these types 
can be recognized clinically, the treatment must vary not only with 
the type but also with other factors, particularly the location and 
extent of the thrombosis, the tendency it shows to propagate, the 
age and general condition of the patient, and the presence of pul- 
monary embolism. ‘The chief objects in treatment are directed 
toward limiting the extent of the thrombosis, restoring function 
in the affected limb, and preventing pulmonary embolism. ‘The 
methods for accomplishing these ends are demonstrated in illus- 
trative cases. Eight cases are described in detail. Suitable physical 
methods of prevention should be adopted in all cases in which 
there is any likelihood of thrombosis. In addition, anticoagulants, 
(heparin, dicumarol) may have an important place in preventing 
thrombosis in certain instances. Detection of peripheral venous 
thrombosis early is of prime importance in order that adequate 
measures for the prevention of pulmonary embolism may be em- 
ployed. Since most cases of thrombosis involve the lower ex- 
tremities, careful and repeated examinations of these members 
should be made in all bedridden patients. Practically all cases of 
venous thrombosis will show some positive sign. A search should 
be made for tenderness of the calf or along the course of the deep 
veins, Homans’ sign, edema, abnormal coldness, and dilated super- 
ficial veins. A venogram should be made in doubtful cases. One 
should not wait for pain or elevation of temperature to direct his 
attention to disease in the patient's veins. Cases in which there is 
grave potential danger of embolism may not present these symp- 
toms. It is a mistake to attempt to formulate a plan of treatment 
based on classification of types alone. ‘There are cases of typical 
acute femoro-iliac thrombophlebitis in which conservative meas- 
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ures, including lumbar sympathetic block, produces excellent re- 
sults. ‘There are cases in which thrombosis begins without ante- 
cedent phlebitis (phlebothrombosis), propagates rapidly, and fre- 
quently produces pulmonary embolism. In this type of case there 
is no question that ligation of the vein above the level of the 
thrombus is indicated. Between these two types of cases, there 1s 
a large group of cases in which the true nature and potentialities 
of the process can be determined only by experience and careful 
observation. In any instance in which pulmonary embolism has 
occurred or in which there is evidence of propagation of the 
thrombus, early surgical intervention is imperative. 11 references. 
6 figures. 


HAZARDS CONNECTED WITH THE TREATMENT OF 
VARICOSE VEINS 


LAWRENCE N. ATLAS 


Western Reserve Univ. School of Medicine and Cleveland City Hospital, Cleveland, Ohio 


Surg., Gynec. & Obst., 77:136-40, Aug. 1943 


The present day treatment of varicose veins includes resection 
of the proximal end of the great saphenous vein and the subsequent 
injection of a sclerosing solution into the varicosities. ‘he op- 
erative procedure on the saphenous vein is sometimes referred to 
as “‘a ligation,” but ligation, 1.e., simple tying off of the upper end 
of the saphenous vein, is not effective for the permanent oblitera- 
tion of the varices. ‘The operation that 1s indicated consists in 
division of the great saphenous vein “‘just distal to” its entrance into 
the femoral vein and a resection of its proximal 2 inches. ‘This 
operation is “definitely not an office procedure.” It should be 
done in “‘an adequately equipped surgery’; adequate exposure to 
avoid injury to the femoral artery and vein is essential; hemorrhage 
is not infrequent and provisions for prompt treatment of this com- 
plication must be made. ‘The author is of the opinion that retro- 
grade injection of the sclerosing solution at the time of division of 
the great saphenous vein should be avoided. He is “‘acquainted 
with” 5 cases in which this procedure resulted in thrombosis of the 
deep veins of the thigh; 3 of these patients developed pulmonary 
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embolism, 2 of whom died; 2 developed a ‘milk leg” resulting in 
permanent disability. “he author gives sclerosing injections for 
the treatment of varicose veins only when the patient has recovered 
from the operation on the saphenous vein and is ambulatory. 
Sclerosing solutions injected into the varices rapidly enter the 
general circulation and may cause “alarming” and possibly fatal 
reactions in hypersensitive individuals; hence sensitivity to the 
solution to be employed should be determined by a preliminary 
intravenous injection of a very small amount of the drug. If the 
patient gives a history of hives, asthma, hay fever, or any other 
type of allergic symptoms (especially reactions to eating fish), hy- 
pertonic saline-glucose is the sclerosing agent of choice. ‘The au- 
thor considers quinine urethane ‘‘a dangerous solution” the use 
of which should be discontinued. Locally, there are three possible 
complications of importance in using the injection treatment of 
varicose veins—ulceration, phlebitis, and thrombosis of the popli- 
teal vein. Ulceration results from the solution entering the tissues 
outside the vein; to avoid this complication the author prefers to 
make the injection with the patient standing, as this causes full 
dilatation of the varix so that it is easily entered and the solution 
injected is not likely to escape into the surrounding tissues. ‘The 
obliteration of varices by injection of sclerosing solutions involves 
the production of ‘‘a chemical phlebitis,” and some pain is to be 
expected at the time of and for a short period after the injection; 
patients should be informed of this fact. At times, however, there 
is an Over-reaction to the injection and the chemical phlebitis is so 
severe as to cause disability for several days or weeks. The most 
serious complication, however, is thrombosis of the popliteal vein. 
To prevent leakage of the sclerosing injection into the popliteal 
vein, a tourniquet is placed to fit into the crease behind the knee, 
before the injection is given, so as to occlude the saphenous vein 
before it “‘dips into the popliteal space’’ and this tourniquet is left 
in situ for five minutes after the injection. Having the patient 
stand during the injection is also of aid in preventing this compli- 
cation as well as perivenous infiltration of the solution. After the 
tourniquet is removed, the patient is directed to walk about, so 
that any of the solution that may have entered the deep venous 
system ‘‘can be rapidly carried away.” 
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Surgery of the Bones 


THE TREATMENT OF OSTEOMYELITIS 
G. W. N. Eccrers and Maynarp D. KNIGHT 


Galveston, Tex. 


Texas State J. Med., 39:297-301, Sept. 1943 


The authors divide their material into two large groups, the 
traumatic type of osteomyelitis, and the hemic type. The treat- 
ment of the former is based on surgical principles of the treatment 
of any recent wound, and may be considered in the 3 following 
categories: (1) The immediate post-traumatic period in which a 
thorough surgical debridement should be done, and the wound 
closed with or without the use of drugs. (2) The acute stage of the 
active infection during which period proper drainage should be 
instituted with or without the use of drugs. (3) The chronic stage 
of the old delayed cases in which the infection of the bone has been 
present for a long period, often of years. In the first group, the 
authors emphasize the extreme importance of primary closure 
over the bony effect. In cases of compound fracture, immobiliza- 
tion, by plates (immediately after injury), splints, casts, traction or 
pins, is required. In the acute infective stage surgical drainage, 
removal of sequestra and devitalized bone, thorough mechanical 
cleansing and sulfonamide as powder or in suspension are indi- 
cated. Casts and drug treatment along the basic principles of Orr 
are applied. The chronic stage of traumatic osteomyelitis is treated 
as hemic osteomyelitis. In hemic osteomyelitis in the acute stage 
the sulfonamides have both a prophylactic and therapeutic value. 
The constitutional condition must be given first consideration with 
administration of fluids, transfusions, sulfonamides, rest, and sup- 
portive care. Ihe authors use sulfathiazole. In case of sinus forma- 
tion, lipiodol is injected to find its source, small sequestra and cavi- 
ties are identified and the sinus is then dissected and all scar tissue 
dissected from the wound. ‘The sequestra are removed and small 
cavities planified. “Che wound is washed with sterile water, the 
drug applied, followed by primary closure or packing with vaseline 
gauze and application of a cast. 
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In chronic osteomyelitis as much scar tissue as possible is ex- 
cised, with thorough planification of the bone. ‘The cavity 1s 
washed, the drugs applied and primary closure executed. Vaseline 
gauze packs and casts may be used. A most important phase of 
treatment is that following cessation of active bone infection, and 
includes corrective procedures to relieve patient of possibility of 
future disability from scarring and bony defects interfering with 
function. The treatment after subsidence of active bone infection 
is outlined. In their series of 471 cases, the authors found the end 
results of the Orr and sulfonamide methods to be about the same, 
if thorough planification is instituted. Results obtained by dif- 
ferent methods in 366 cases are tabulated. 83 per cent of the 471 
cases treated were well at the time of the follow-up survey. 15 


reterences. 


INDICATIONS FOR SURGERY IN BONE TUMORS 
BrapvLey L. Corey (Colonel, M.C., U.S.A.) 


Surgical consultant, Eighth Service Command, Dallas, Tex. 


Texas State J. Med., 39:290-93, Sept. 1943 


In benign bone lesions, surgery is primarily conservative, but 
needs to be fairly extensive in some instances, and in others must 
be looked upon as operation for a precancerous condition. ‘The 
surgical treatment of bone cyst is generally successful and is pre- 
ferred because radiation of the adjacent growth center may inter- 
fere with the normal growth of the bone. Surgery is preferred to 
radiation also for giant cell tumor in accessible location and may 
include curettage, implantation of a massive bone graft or filling 
the cavity with bone chips. ‘The technic of curettage must be un- 
derstood and the wound must be closed without packing or drain- 
age, prevention of infection being an obvious prerequisite. ‘Ihe 
technic is the same for cysts and giant cell tumor. Osteochondroma 
is best treated by surgical excision as they are a source of future 
malignancy. Removal of central chondroma must be complete 
because recurrence invariably takes place if even the most minute 
bits of tumor tissue are left behind, except in cases of central 
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chondroma of the phalanges where growth is exceedingly slow and 
malignant degeneration does not occur. Curettage followed by 
cauterization may suflice or segmental resection may be necessary. 
lhe treatment of myxoma and xanthoma is the same as for central 
chondroma. 

In malignant bone tumors, conservative surgery is possible in 
only a few cases such as parosteal osteogenic sarcoma or one be- 
ginning in an osteochondroma, which permits excision of the en- 
tire mass. Tumors of the scapula of low-grade malignancy may 
yield to subtotal excision of this bone. In cases of greater ma- 
lignancy or extent, total scapulectomy is indicated. Conservative 
surgery with wide resection may be used in localized malignant 
tumors of the fibula and likewise in Ewing's sarcoma, preceded 
and followed by radiation. Partial resection of the hand or foot 
may be justified in some cases of malignant tumors involving a 
metacarpal or phalanx of hand or foot. 

Radical surgery for malignant tumors of bone requires amputa- 
tion or disarticulation. Its success depends entirely on its being 
performed before spread has taken place to distant and inaccessible 
locations. A decision for such procedure should never be reached 
until definite histologic proof of malignancy has been obtained. 
Aspiration biopsy requires experience on the part of the surgeon 
and on the part of the interpreting pathologist. If the pathologist 
is reluctant to attempt diagnosis on this basis alone surgical biopsy 
after application of a tourniquet is indicated. ‘The surgeon may 
close the biopsy wound without drainage or packing, in layers, and 
then if the report reveals sarcoma, can proceed to amputation with 
a fresh set of instruments and change of gloves, the tourniquet re- 
maining in place. In this manner there is little risk of disseminat- 
ing the disease by biopsy. In cases in which diagnosis is positive 
but permission to amputate is delayed, intensive x-ray therapy of 
the tumor bearing area is justified to minimze the risk of dissem- 
ination until the patient’s permission is gained. Amputation 1s 
indicated for osteogenic sarcoma of any of the bones of the ex- 
tremities with the exception of the upper femur. In general am- 
putation should be performed proximal to the bone involved. In 
endothelioma the prognosis is so hopeless, from the standpoint of 
five-years survivals, that there seems little justification for amputa- 
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tion. The latter may afford a remote hope of survival, but if re- 
fused, much can be done to prolong life and maintain comfort by 
roentgenotherapy. In view of the utter hopelessness of this condi- 
tion, and the fact that 6 of the 11 five-years survivals recorded in 
the Sarcoma Registry of the American College of Surgeons had ad- 
ditional toxin therapy, the trial of this constitutional form of treat- 
ment seems justified. Amputation and x-ray therapy of the re- 
gional lymph nodes has been recommended for reticulum cell sar- 
coma of the bone. Liposarcoma, although radiosensitive, requires 
amputation. 1 reference. 


SEVERE FLAT FOOT OF ADOLESCENCE AND ITS 
SURGICAL TREATMENT. (Pie plano grave del 


adolescente; su tratamiento quirurgico) 


JULIO PINEIRO SORONDO and RopoLro L. FERRE 


Revista de la Asoc. med. argent., 57:300-3, June 15, 1943 


Adolescent flat foot is a syndrome characterized by marked flat- 
tening of the plantar arch in adolescence. Its etiology is obscure. 
Probably insufficiency of the muscles and leg are of constitutional 
or endocrine origin. ‘The chiet pathologic feature is a malposition 
of the calcaneus in eversion and abduction. ‘The symptomatology 
varies according to whether or not complications develop. ‘The 
most common complications are muscular contraction and arthro- 
sis. [reatment may be surgical or orthopedic. Various technics 
have been suggested. Pineiro Sorondo has developed a technic for 
surgical treatment of these cases with or without complications, 
which he describes in detail. Following a description of prepara- 
tion of the patient in the ward and operating room, he proceeds to 
describe the operation itself, which consists of an arthrodesis and 
transplantation, using two incisions, one internal and one external. 
The external incision extends from the external margin of the ten- 
don of Achilles to 8 cm. above the level of the external malleolus. 
From this point it is directed downward to the anterior part of the 
cuboid. Its concavity follows the postero-external margin of the 
external malleolus at a distance from the latter of about 15 mm. 
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The internal incision follows the tract of the posterior tibial ten- 
don at its extremity for 6 to 8 cm. extending to the tubercle of the 
scaphoid. ‘The internal incision exposes the superficial aponeuro- 
sis. Ihe vessels are ligated, and through the external incision the 
subcutaneous cellular tissue is carefully divided so as to avoid the 
external saphenous nerve. ‘The vein is ligated or divided between 
two ligatures to expose the superficial aponeurosis. The latter is 
incised taking care not to open the sheath of the peroneus, or of the 
tendon of Achilles. In the lower part of the incision one encounters 
the external annular ligament of the tarsus, which must be divided 
at about 14 cm. from the calcaneus. ‘The fatty tissue covering the 
deep aponeurosis is divided to expose the latter, which is incised 
about 3 mm. from the posterior margin of the sheath of the pe- 
roneus. [his exposes a triangle of fat which must be divided to ex- 
pose the osteoarticular plane. One or two vessels have to be 
clamped and ligated. ‘The posterior capsule of the astragalo- 
calcanean joint is divided transversely throughout its extent and 
the internal capsule as far as possible. ‘The cartilage of the pos- 
terior astragalo-calcanean, joint is resected and the arthrodesis is 
thus completed. ‘The short lateral peroneal muscle is used for 
transplantation. The sheath of the tendon of this muscle is opened 
at its lower insertion and supramalleolar portion. ‘The terminal 
3 cm. of the tendon is exposed and the tendon is disinserted. ‘The 
sheath of the peroneus is opened in its supramalleolar portion and 
the tendon is exteriorized. ‘The aponeurosis and sheath of the 
posterior tibialis is exposed for 3 cm. and the tendon of the short 
lateral peroneus is fixed to it. The plaster cast is removed after 
one month and another applied for careful maintenance of the 
position attained, i.e., with the calcaneus in supination of 10 
degrees, the forefoot in median position and the whole foot at 
right angles to the leg. Walking may be commenced imme- 
diately. Three months after operation the second cast is replaced 
by a gelatine bandage. A plantar support is used for 6 months. 
The author obtained a very good result with this technic in one 
case. 14 figures. 











Thyroid Surgery 


THYROID DISEASE—A MILITARY SURGICAL PROBLEM 


KENNETH C, SAwyeR (Major, M.C., U.S.A.) and 
JaMes S. HAtey (Lieut., M.C., U.S.A.) 


Rocky Mountain M.]., 40:516-24, Aug. 1943 


The authors find the incidence of thyroid disease in the army 
high enough to warrant the adoption of a standardized policy in 
management of these cases. ‘The emotional factors that may be ex- 
pected in army life in time of war will increase the incidence of 
exophthalmic goiter and tend to activate quiescent adenomatous 
goiters. A brief review follows of the subject in general and upon 
colloid goiter, adenomatous goiter and exophthalmic goiter in 
particular. Colloid goiter usually responds to treatment with 1o- 
dine, thyroxin or thyroid extract. Surgery is indicated only tor 
cosmetic reasons, and then only if medial treatment has failed. 
The surgical services should be ever on guard against accepting 
such cases in young soldiers for operation as they are obviously 
medical problems. Adenoma of the thyroid should be treated by 
removal of the adenomatous masses, regardless of their size, dura- 
tion, or the patient’s condition when he presents himself. “he 
most common complications of adenomatous goiter are thyroid 
heart disease, malignant change or fixation of the goiter in the 
thorax. One of these changes will develop in nearly every case that 
is permitted to continue long enough. In the presence of co-existing 
heart disease a regime to stabilize the heart as much as possible 
should be instituted, with such drugs as digitalis, and purine and 
mercurial diuretics. In supposedly solitary adenoma, the entire 
gland should be exposed as smaller adenomata are frequently over- 
looked at surgery in the younger individual. In exophthalmic 
goiter each case must be individualized for treatment. However, a 
general outline of treatment embracing the discriminate use of 
iodine, a high caloric diet, high carbohydrate, high vitamin diet, 
sedation and enforced rest have accomplished outstanding results 
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in lowering mortality and morbidity in goiter surgery. Lugol's so- 
lution either orally or intravenously, in amounts ranging from 30 
to 100 drops in 24 hours, is the outstanding agent in goiter therapy. 
Carbohydrates should be administered to the extent of augment- 
ing the caloric intake to approximately 5,000 calories daily. Vita- 
mins A and B must be added to the regular diet. At least 3,000 cc. 
of fluids must be taken daily orally or parenterally. 

For sedation, barbiturates, soduim phenobarbital and in cases 
of delirium, paraldehyde and chloral hydrate are indicated. ‘This 
routine of preoperative preparation will render most cases good 
surgical risks. More special treatment is needed for severe cases of 
impending or actual thyroid crisis, those with congestive heart 
failure, and thyrocardiacs of long duration with indiscriminate 
iodine treatment. Such types will only occasionally be seen in the 
army but will be seen in a fews years in the Veterans’ Hospitals 
throughout the country. Details for management of such patients 
are presented. ‘To improve liver efficiency intravenous glucose, in- 
sulin, bile salts, liver concentrate and glycine have been recom- 
mended. Postoperative treatment should continue the same as pre- 
operative care. There is a high incidence of thyroid malignancy in 
young persons. It would be safer to operate all adenomatous goiters 
if for no other reason than their possibility of becoming malignant. 
23 reterences. 











Traumatic and Industrial Surgery 


THE COMPRESSION TREATMENT OF BURNS 
O. C. BRANTIGAN and DoNALD HEBB 


Univ. of Maryland Hospital and Baltimore City Hospitals, Baltimore, Md. 
Bull. School Med. Univ. of Maryland, 28:12-20, July 1943 


In the treatment of burns, morphine is given as soon as the pa- 
tient is admitted to the hospital; blood is taken for analysis and the 
administration of plasma is begun. ‘The amount of plasma given 
depends upon the patient’s condition and the result of the blood 
analysis. As soon as shock has been prevented or controlled the 
burn is cleansed and debrided, either in the operating room or in a 
special room, with strict aseptic technique. The burn is best 
cleansed with soap and water, using gauze and not a brush; a gen- 
eral anesthetic is usually employed. ‘The burned area 1s then cov- 
ered with gauze impregnated with xeroform, as a rule, although 
other topical applications may be used. ‘This is covered with gauze 
or sterile mechanics waste and then “‘wrapped tightly” with gauze 
bandage reinforced by a covering of elastic adhesive tape to exert 
pressure. he treatment of shock is continued as necessary; trans- 
fusions of blood are given frequently, and the diet is kept adequate 
with special attention to vitamins and minerals. Sodium bicarbo- 
nate is given “‘in order to avoid anuria.”’ First and second degree 
burns are not redressed until the end of fourteen days; if no in- 
fection has occurred, the burned areas will be healed at that time. 
Third degree burns are redressed under general anesthesia in ten 
to fourteen days; debridement and skin grafting of a part of the 
burned area is done at that time, the extent of the area to be 
treated being determined according to the conditions in each case. 
Subsequent dressings are done at weekly intervals until the entire 
burned area has been healed by debridement and grafting. The 
authors formerly employed tannic acid with silver nitrate to pro- 
tect the burned area after cleansing from further contamination, 
but better results have been obtained recently with the compres- 
sion method. They are of the opinion that if the burned area is 
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thoroughly cleansed and debrided, the application of ‘‘any recog- 
nized topical medication” with the compression bandage will be 
effective in the treatment of first and second degree burns; “but no 
topical applications of chemicals or substances will replace the de- 
stroyed skin of a third degree burn;”’ and hence skin grafting 1s 
necessary, which should be done before granulations develop. 


With the compression method of treatment skin grafting can be 
done early. 


BURN THERAPY FOUNDED ON CELLULAR 
STIMULATION 


THOMAS F. P. WALSH and Lro G. NutTINI 


Chicago, Ill. Cincinnati, O. 
South. Med. & Surg., 105:341-50, Aug. 1943 


Following a review of current methods of treating burns, the 
authors discuss the problem of stimulation of cell proliferation and 
cell respiration. In addition to the growth and respiration stimu- 
lating factors, a third family of cellular stimulants of biological 
origin exists. These stimulate fermentation or glycolysis. ‘To these 
natural cellular proliferation and metabolic stimulators the au- 
thors have applied the group name biodynes. By properly combin- 
ing the proliferation-stimulating factor, respiratory factor and 
germicide, an ointment having many of the properties of the ideal 
wound healing agent results. A formula is presented in which these 
factors have been combined. It consists of the following: 


SN, SS ea a ee 2.850% 
OE ee er eee 45.000 
ee ee ee 3.045 
ge a ().005 
Ne a eae eer oer eee 3.000 
PU NE 5 Sica x voy eG 4 So ore pee ee ek as 0.100 
fe PE ee er ree er 45.000 
Skin respiratory factor from yeast cells ....... 1.000 


This ointment has a pronounced analgesic action. In the pres- 
ent article the authors summarize the results of biodyne therapv 
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in 100 cases of most severe burns ranging from the second to the 
fifth degree. ‘Three typical cases are reported in detail and the 
results in the remaining cases are presented in tabular form. It 
was found that the combination of biodyne ointment and compres- 
sion bandages in the treatment of burns offers the following ad- 
vantages: The biodyne ointment provides relief of pain through- 
out the course of treatment, controls infection and prevents sepsis, 
activates both basal and marginal cellular growth. Biodyne also 
encourages terminal healing with minimal defects and decreases 
the period of hospitalization. 

The compression bandages provide fixation of dressings, and 
prevent accumulations beneath dressings. ‘Chey limit edema with- 
in the lesion and within the deeper structures and maintain the 
remedial agent in contact with the lesion. ‘These bandages also 
improve the capillary circulation which is given impetus by muscu- 
lar action against surface resistance. 14 figures. 45 references. 


ABSORPTION OF SULFANILAMIDE FROM 
BURNED SURFACES 


Merci B. WELBORN 


Evansville, Ind. 


J. Indiana State M.A., 36:447-48, Sept. 1943 


A case is reported in detail to demonstrate that sulfanilamide 
can be rapidly absorbed from burned areas, even though they may 
be comparatively small. ‘The patient had first and second degree 
scalds of the lumbosacral region estimated as 8 per cent of the 
total body surface. Under morphine analgesia, the burned area 
was washed with soap and water, all blebs excised and 5 grams of 
sulfanilamide granules sprinkled over its surface. ‘The drug was 
dusted on the burned area once or twice more, but the actual 
amount used was not known. On the following day she became 
irrational and confused and appeared seriously ill, with cyanosis, 
convulsive movements and muscle tremors. The fact that she im- 
proved rapidly after being brought to a proper state of hydration 
and the discontinuance of the sulfanilamide would seem to ind1- 














QUARTERLY REVIEW OF SURGERY) 59 


cate that most of her symptoms were on an organic basis. ‘These 
symptoms were associated with a high blood level of the drug. It 
is suggested that the amount of sulfanilamide applied locally to a 
burn be kept within therapeutic dosages and that the blood sul- 
fanilamide level be watched closely. 


MODIFICATION OF THE RED CROSS WOODEN 
TRACTION SPLINT 
JoserH Estrin (Lieut., M.C., A.U.S.) 


59th Station Hospital, Los Angeles, Calif. 
Am. J. Surg., 61:451-52, Sept. 1943 


The wooden traction splint described in Red Cross First Aid 
Text Book has been found very effective in the emergency and 
“first aid” treatment of fractures in the author’s experience. ‘This 
splint consists of two long flat boards which are exactly similar in 
construction, with a notch at one end oi each board to hold the 
bandage; the boards are held together by two wing-nut bolts 
“through opposing drill holes in the boards.” The size of the 
splint is varied by placing the bolts in different drill holes. ‘The 
author suggests a modification in the construction of this splint, by 
placing a slot in the center of each board, extended to within sev- 
eral inches of the ends of the boards. ‘The bolts are anchored 
through drill holes in only one of the boards and fit into the slot 
of the other board. ‘Thus when the wing-nut is loosened the size 
of the splint can be readily adjusted to fit any upper or lower ex- 
tremity. After fitting the cravat bandages in place according to the 
Red Cross technique, the splint is applied and traction made on the 
boards; when the wing-nuts are tightened this traction is main- 
tained with the modification suggested without any further pro- 
cedure. Manual traction can be exerted uninterruptedly by the 
assistants while the splint is being applied and the use of the Span- 
ish windlass, as described in the Red Cross technique, is elim1- 
nated. [he materials necessary for the construction of this splint 
are readily available and inexpensive; the boards are of light 
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weight and easily handled; the use of the splint can be easily taught 
to “‘first aiders.”’ 


UNUNITED FRACTURES 
MeELvIN S. HENDERSON 


Mayo Clinic, Rochester, Minn. 


Minnesota, Med., 26:692-96, Aug. 1943 


‘Two groups of ununited fractures are distinguished—those that 
are delayed in uniting (“delayed union’’) and those in a “‘fixed state 
of non-union.” In delayed union ‘‘an attempt at repair,’’ with some 
formation of new bone is evident; in non-union, there is no indi- 
cation of any attempt at bone repair. In either case there may be 
considerable malposition of fragments. ‘The chief causes of un- 
united fractures are: severe contusing injury causing the fracture 
(often compound fracture); inadequate reduction; interposition of 
muscle between fragments which prevents formation of callus; 
inadequate fixation of fragments in normal alignment; overtraction 
caused by the use of pins; and too early function in fractures of the 
lower extremities particularly. In regard to the use of traction and 
fixation by pins, the author states that the mechanical principles of 
this method are correct, but that in fractures some absorption 
occurs at the bone ends, and fixation that is “absolute” does not 
permit the amount of shortening necessary to keep the bone end in 
contact, and bone does not “bridge” the gap readily. Surgical treat- 
ment is indicated when there is non-union or if union is delayed 
and “unpredictably prolonged”; it should not be attempted when 
there is any sepsis or inflammation at the fracture site. When the 
wound has healed, but was previously infected, the use of sulfona- 
mides is of definite value in preventing any “‘flare-up’’ of the old 
infection at the time of operation. In such cases the drug, prefer- 
ably sulfathiazole, is given by mouth for three or four days until a 
blood concentration of 8 mg. per 100 cc. is obtained. At opera- 
tion a sterile sulfonamide compound is placed in all layers of the 
wound; with sulfathiazole the use of large quantities in the 
wound should be avoided, as it tends to become “‘caked.”” Properly 
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used, the local use of sulfonamides does not interfere with bony 
repair. The massive on-lay bone graft has been found to be the 
best procedure for the treatment of ununited fractures. This graft 
should be autogenous, long, and thick, and must be “held firmly” 
against the cortices of the fragments; recently vitallium screws have 
been used in most cases, occasionally Parham bands, if the frag- 
ments are osteoporotic. The fragments must be carefully prepared 
for the graft by excision of any fibrous tissue lying between them, 
by “freshening” of the bone ends and of the cortices against which 
the graft is to be placed. A plaster-of-Paris cast is used for post- 
operative “external splinting.” 


INSERTION OF SMITH-PETERSEN NAIL WITHOUT 
AN INITIAL SKIN INCISION 
BERNARD B. LARSEN 


Cleveland, O. 


Surg., Gynec. & Obst., 77:187-92, Aug. 1943 


The method described for the insertion of the Smith-Petersen 
nail eliminates an initial skin incision and has the easiest and 
simplest technique yet devised. ‘The guide described as an adapta- 
tion of the Geckeler and ‘Tuttle guide for insertion of screws for 
the use of the Smith-Petersen nail. ‘The procedure may be accom- 
plished with or without fluoroscopic control. ‘The patient is placed 
on a casette tunnel and the x-ray plate held at an angle away from 
the crest of the ilium to obtain a lateral view. Spinal anesthesia 1s 
used. The fractured hip is reduced by the Ledbetter maneuver 
and anterior, posterior and lateral roentgenograms are taken to 
make sure the reduction is good. After reduction the leg is held 
by an assistant throughout the procedure in marked internal ro- 
tation and moderate abduction. The site of operation is prepared 
while the check-up x-ray plates are being developed. ‘The author 
uses a simple instrument, consisting of a Steinmann pin, a block 
of steel with parallel holes drilled in it, and a small caliber trochar. 
A towel clip is placed deeply into the anterolateral aspect of the 
thigh and with strong traction, the belly of the vastus lateralis 
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muscle is pulled forward. ‘The Steinmann pin used as a probe is 
thrust through the skin and along the middle of the anterior por- 
tion of the neck of the femur. ‘The point of the Steinmann pin is 
pushed hard against the head of the femur when its resistance 1s 
met. Fluoroscopic visualization makes this procedure simple. The 
Steinmann pin is grooved each half inch so that the length of the 
nail required later can easily be computed. ‘The steel guide block 
is then threaded on the Steinmann pin up to the skin so that the 
hole for the trochar hes directly posterior. ‘he trochar 1s placed 
through this hole and thrust through the skin and hard against 
the shaft of the femur, which is dented, after which the obturator 
of the trochar is removed. A guide wire for the nail is now 
threaded through the trochar and is drilled into place if the fluoro- 
scope is being used. Otherwise the wire is drilled in about two 
inches and then pounded into its proper position. ‘The guide in- 
strument is then removed leaving the guide wire for the Smith- 
Petersen nail in proper position. “The method of determining the 
proper length of nail to be used is described. A small skin in- 
cision is made along the guide wire, just large enough to admit 
the Smith-Petersen nail, which is threaded over the guide wire and 
driven home. ‘There is no bleeding. ‘he guide wire is removed 
and the skin incision is closed with a single skin clip. The whole 
operation 1s a matter of minutes. ‘The procedure described has 
been carried out in more than 60 cases with entirely satisfactory 
results. 


OPERATIVE TREATMENT OF FRACTURE OF THE 
PATELLA 


Lenox D. Baker and Howarp J. SCHAUBEL 


Durham, N. C. 
North Carolina M.]., 4:382-85, Sept. 1943 


This series of 62 cases of fracture of the patella includes 18 cases 
treated by the closed method, 29 cases treated by attempts at re- 
apposition of the fragments, and 14 cases treated by excision of 
the least useful fragments. A chart shows a comparison of the 
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last two groups, based on the average period of fixation, the 
length of time before weight-bearing was allowed with protection 
and without protection, and the average range of motion present 
in the knee. ‘The average period of protection when fragments 
were reapproximated was 10 weeks; only 2 patients had less than 
8 weeks of protection. ‘he patients on whom excision of the least 
useful fragments was performed averaged 6 weeks of protection, 


and only 4 patients had more than 7 weeks of protection. On 
the average patients with the patella repaired walked with protec- 
tion at 6 weeks and without protection at 12 weeks; the excision 


cases walked without protection at the end of 7 weeks and with 
protection at the end of 3 weeks. The average range of motion 
obtained was 74 degrees when the fragments were reapproximated, 
and 110 degrees when partial excision was performed. ‘here were 
4 refractures in the reapproximated group. In addition to the ad- 
vantages listed above, which partial excision has over attempted 
repair, the patients have required less physical therapy; they have 
been able to get about more easily during early convalescence, have 
had fewer complications such as traumatic arthritis, refracture, 
hypertrophied patella, and mechanical interference with the knee 
function. ‘hey have also had less postoperative pain. he authors 
conclude that the transverse incision is the incision of choice for 
operative treatment of fracture of the patella. ‘The least useful 
fragments should be excised and the patella tendon and capsule 
repaired. Approximation and repair of fragments should never 
be attempted in fracture of the patella. Early weight bearing and 
active and passive exercise aid in early recovery. 1 chart. 


TREATMENT OF FRACTURES OF BOTH BONES OF THE 
LEG BY CONSERVATIVE METHODS 
H. Pace Mauck 


Richmond, Va. 
South. M. J., 36:609-13, Sept. 1943 


Reports a series of 288 fractures of both bones of the legs— 
108 compound and 180 simple fractures—treated by traction and 
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fixation in a plaster cast. ‘The best results with this method are 
obtained when reduction is done promptly, within two hours after 
injury. In the series reported time was not taken for temporary 
splinting or x-ray study but as soon as the patient was admitted to 
the hospital and the diagnosis made by clinical examination, the 
fracture was reduced. In many cases reduction and fixation can 
be done without an anesthetic “without additional shock to the 
patient.’ A general anesthetic is required for some compound frac- 
tures and fractures more than eight hours old, and for children 
and nervous adult patients. For traction a four-inch muslin band- 
age, split longitudinally in the center, is slipped over the dorsum 
of the foot and heel as a hitch, a piece of adhesive plaster is placed 
across the bandage at the ends of the split to prevent further split- 
ting. ‘Traction on the ends of the bandage is exerted by an as- 
sistant by passing them around his body and gradually leaning 
backwards. Counter traction 1s exerted by means of the perineal 
rod of the Hawley table or by a strap around the table “fitting well 
up in the groin of the unaffected side.”” In simple fractures as the 
assistant exerts ‘gradual and efficient traction,” also controlling 
the position of the foot by his hands, the fracture is reduced by 
lateral pressure, keeping the knee straight. ‘The plaster cast is 
applied from the toes to the knee, while traction on the foot is 
maintained, keeping it at a right angle with slight inversion. When 
this part of the cast has hardened, traction is relaxed, the knee 
flexed from 45 to 60° and the cast extended to the middle of the 
thigh. When the cast is well set a split is made on each side of the 
foot to remove the muslin bandage used for traction. ‘The split 
is then closed and a roll of plaster put around the foot to complete 
the cast. A strip of the cast one inch wide is made along the ex- 
ternal and anterior aspect of the leg from the knee to the toes “‘to 
protect the circulation”; and a gauze bandage wrapped around the 
cast. In compound fractures in which skeletal traction 1s not con- 
sidered to be necessary, traction is applied with the hitch, while the 
wound is cleansed and debrided under procaine infiltration anes- 
thesia in cases with comparatively little tissue damage; sulfathia- 
zole powder, or preferably a mixture of sulfathiazole and sulfanila- 
mide is “dusted” between the muscle and fascial planes and around 
the bone ends. ‘The fracture is then reduced “by gentle manipula- 
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tion” while traction 1s still being applied. If treatment can be car- 
ried out within eight hours after injury, a primary closure without 
drainage is usually possible unless the soft tissue injury is very 
extensive. In these cases the cast is applied after suturing. When 
the injury is extensive, debridement and reduction of the fracture 
are done under general anesthesia; in debridement all devitalized 
muscle and fascia should be removed and usually ‘‘small, com- 
pletely detached bone fragments.’ Even in these severe cases, 1f 
treated early, the wound can generally be closed without drainage, 
after irrigation and application of the sulfonamides; it should not 
be closed under tension. In other cases the wound is packed with 
vaseline gauze, before application of the cast. In compound frac- 
ture Cases anti-tetanus serum is given at once and the sulfonamides 
are given by mouth after reduction of the fracture. ‘The cast is 
not disturbed until the stitches are to be removed in the sutured 
cases, usually on the tenth day; in the vaseline packed cases on the 
fourteenth day, unless definite signs of infection develop. In the 
series reported infection developed in only 32 of 108 compound 
fractures, and was severe in only 16; there was one case of gas 
bacillus infection which necessitated amputation in the middle 
third of the thigh; shortening and angulation occurred in 12 cases; 
in these 12 cases the infection made it necessary to remove the 
original cast before any union had taken place. ‘The author 1s of 
the opinion that “institution of skeletal traction at that time would 
probably have been wise.” In some cases correction of angulation 
was necessary, either by “wedging the cast” or a change of cast 
before firm union had occurred. Angulation in the infected cases 
was corrected later at a second operation. Four cases of simple 
fracture showed more than | cm. of shortening. ‘There were 4 
cases of non-union (all compound fractures) and 28 cases of de- 
layed union (over ten weeks). From the results obtained in these 
cases the author concludes that most cases of fracture of both bones 
of the leg not involving the joints can be satisfactorily treated by 
traction and fixation in a plaster cast and do not require open 
operation or skeletal traction. ‘The use of “a proper hitch” that 
can be removed involves “no real danger of pressure,’’ even when 
the cast is applied “‘with sufficient traction to accomplish and 
maintain reduction.” 
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THE STUDY OF THE PREVENTION OF INFECTION IN 
CONTAMINATED ACCIDENTAL WOUNDS, COMPOUND 
FRACTURES AND BURNS 


FRANK L.. MELENEY 


Subcommittee on Surgical Infections of the National Research Council, New York, N. Y. 


Ann. Surg., 118:171-83, Aug. 1943 


Reports the results of treatment in 1,500 cases of wounds, 
fractures and burns treated by eight surgical units under the di- 
rection of the Committee on Medical Research of the Office of 
Scientific Research and Development. ‘This series included 682 
wounds of the soft parts, 471 compound fractures and 347 burns. 
In the wounds of the soft parts and in fractures, in which local 
sulfonamide therapy was employed, either sulfonamide alone or a 
combination of sulfonamide and sulfadiazine was employed. In 
some cases this was supplemented by the administration of a 
sulfonamide, usually sulfadiazine, by mouth. In the treatment 
of burns, sulfonamides were used in various forms, as ointments, 
sprays or powders. In the soft tissue wounds, the total incidence 
of infection was 16.5 per cent with twice as many trivial as serious 
infection. ‘The highest incidence of infection was associated with 
operation after three hours, incomplete debridement, and “‘pro- 
longed washing.” The highest incidence of serious infection was 
associated with shock, heavy gross contamination and severe tissue 
damage. Local sulfonamide therapy did not reduce the incidence 
of local infection. ‘There were 2 deaths due to infection in this 
series; one of these patients had had local sulfonamide therapy and 
the other had not. 

In the series of compound fractures the total incidence of in- 
fection was 21.7 per cent, the incidence of serious infection was 
11.7 per ent. ‘The most serious infections were associated with 
shock, maximum gross contamination, and maximum tissue dam- 
age. ‘The incidence of serious infection was less when the wound 
was closed completely than when it was left open. The local 
application of sulfonamides did not reduce the incidence of in- 
fection in this fracture group. ‘There were 2 deaths resulting from 
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infection; both patients had had local and general sulfonamide 
therapy. 

The incidence of infection was high in the cases of burns—42. 1 
per cent; the incidence of serious infections (23.1 per cent) was 
higher than that of trivial infections (19 per cent). Deep second 
and third degree burns showed the highest incidence of infection. 
Methods of treatment varied considerably in these cases. ‘The 
lowest incidence of infection was obtained with compression dress- 
ings; the addition of a bacteriostatic agent to the initial dressing 
resulted in only “a slight but not clear-cut’ improvement in re- 
sults, as compared with simple non-adherent ointments. ‘There 
were only 2 deaths in these cases of burns that could be attributed 
to infection; both patients had had local and general sulfonamide 
therapy, but in these cases the burns were so extensive that the 
patients might have died if no infection had developed. 

In this series of cases no evidence has been found that local or 
general sulfonamide therapy reduces the incidence of local infec- 
tion, but it does minimize the “general spread”’ of infection and 
reduce the incidence of septicemia and the mortality from infec- 
tion. ‘The author and those associated with him in this study are 
of the opinion that if the incidence of local infection in war wounds 
and burns is to be reduced, ‘‘some other forms of the sulfonamides 
or some other bacteriostatic agents must be found which will be 
effective against the contaminating organisms in the presence of 
damaged tissues.” 


TRAUMATIC EPILEPSY; PATHOLOGIC FACTORS 
K. WINFIELD NEY 


New York City, N. Y. 
J. Med. Soc. New Jersey, 40:270-75, July 1943 


It is possible to demonstrate that unequal traction upon the 
cortex is responsible for the induction of convulsive phenomena 
in traumatic epilepsy. ‘This traction element exists both in ex- 
pansive lesions such as brain tumor, abscess, etc., and in con- 
tractive lesions. as adhesions and scar tissue. In many so-called es- 
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sential or idiopathic cases of epilepsy there exists a definite causa- 
tive lesion which may usually be demonstrated by subdural air in- 
sufflation and occasionally by encephalography. In a series of more 
than 350 surgical exposures of the vertex of the brain in epilepsy, 
the author has found extensive corticodural fixations in the para- 
sagittal region produced by a reaction of the arachnoid to traction 
stress, the latter being due to defective cerebral support caused by 
excessive fluid in the subdural space, and result of a traumatic 
arachnoidal fistula. It has been possible to evolve a technic of 
bilateral exposure of the parasagittal region at the vertex of the 
skull and to correct these abnormalities with a mortality of less 
than 2 per cent. Clinical results show progressive improvement. 
‘There usually is no excision or sacrifice of the cortex. “Lhe areas 
of corticodural fixations when treed are covered with alantoid mem- 
brane and the arachnoidal fistulas are sealed by mechanical irrita- 
tion and coagulation. A follow-up study of cases operated in the 
past five years indicates that between 85 and 90 per cent of patients 
are freed from convulsive attacks. Postoperative treatment con- 
sists In occupational and environmental readjustment and very 
gradual withdrawal of sedative medication after the patient has 
been free from attacks for at least one year. 3 illustrations. 


THORACIC INJURIES. REVIEW OF CASES 
DanieEL C. EvkKin (Lieut. Col., M.C., A.U.S.) and FREDERICK 
W. Cooper, Jr. (Ist Lieut., M.C., A.U.S.) 


Atlanta, Ga. 
Surg., Gynec. & Obst., 77:271-78, Sept. 1943 


The principal considerations in the treatment of all chest in- 
juries are, first, the treatment of shock; second, restoration of nor- 
mal cardiorespiratory physiology; and third, the treatment of any 
complications or sequelae which may arise. Surgical intervention 
is indicated in the presence of: (1) open, sucking wounds of the 
chest, (2) stab wounds of the heart, (3) compression or tension 
pneumothorax, (4) extensive subcutaneous emphysema, (5) severe 
hemorrhage from intercostal or internal mammary vessels, (6) large 
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lacerated wounds of the lung, (7) wound infections, and (8) em- 
pyema. Other conditions which must be watched for and treated 
as they arise are: traumatic asphyxia, “blast injuries” to the lung, 
and paralytic ileus. The authors go on to discuss the proper treat- 
ment for subcutaneous injuries including rib fractures, traumatic 
asphyxia, and blast injuries, and then proceed to describe the 
method of treating open or penetrating wounds including hem- 
orrhage, pneumothorax, emphysema and penetrating wounds of 
the heart. During the past eight years 1,132 penetrating wounds 
of the chest were admitted to the Emory Division of Grady Hos- 
pital, with a mortality of 6.36 per cent. During the past two years 
418 cases were treated with a mortality of 3.3 per cent. Eighty- 
nine per cent of the 100 patients followed by frequent roentgeno- 
grams showed no x-ray evidence of pulmonary lesions within 5 to 
29 days. ‘There was no residual pleural thickening. ‘The average 
time required for absorption of blood and air was 17 days. ‘The 
treatment of chest injuries is in general conservative, and non- 
operative. Aspiration of blood with air replacement is indicated 
in case of dyspnea, severe pain, or delayed absorption of blood. 98 
per cent of the patients had no evidence of pleural thickening after 
five months. 19 references. 10 figures. 


WOUNDS OF THE HEART IN CIVIL PRACTICE (Las 


heridas del corazon en el practica civil) 


LORENZO H. MARTIARENA 


Bol. del inst. de clin. quir., 19:157-66, Mar. 1943 


Since Pedro Pina’s article on wounds of the heart in 1940, 18 
patients have been operated upon for wounds of the heart and 
two patients for wounds of the pericardium at the Public Emer- 
gency Service at Santiago de Chile. In all cases in which wound 
of the heart was diagnosed, this diagnosis was confirmed at opera- 
tion. As a rule the Spangaro or Fontan thoracotomy was used, 
the tendency being to dispense with drainage of the pleura and 
pericardium. The pericardium was never drained, but the pleura 
was drained in 7 cases. From a comparison of results in these 7 
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cases in which drainage was employed with cases in which it was 
not employed, the author concluded that drainage may be dis- 
pensed with if the following precautions are kept in mind: (1) pul- 
monary wound concomitant with cardiac wounds should be very 
carefully sutured, as failure to do so has been the most frequent 
cause of hemothorax; (2) the blood should be thoroughly evacu- 
ated from the pleural cavity; (3) most careful hemostasis of the in- 
ternal and intercostal mammary arteries is imperative. Having at- 
tended to these precautions, drainage for vascular reasons should 
be unnecessary. With regard to infection, prophylaxis is_ best 
served by employing powdered sulfamido before closing the tho- 
rax, either through oral or parenteral routes immediately after 
operation. Hemorrhage may be combated in some cases by blood 
transfusions. ‘he mortality rate from pleural infection has dimin- 
ished from 25 per cent in 1940 to 5 per cent. Eight of the twenty 
patients died, five during operation, two a few hours later, and one 
13 days later from pleurisy and purulent pericarditis. Eleven cases 
of the series of 18 heart wounds, or 61 per cent, recovered. Of the 
two cases with wounds of the pericardium, one lived after the oper- 
ation. Adding these cases to those of the previous publication in 
1940, there is a total of 96 cases of heart wounds operated upon up 
to 1942 at the Public Emergency Service of Santiago de Chile, 
with 26 per cent successes, and 17 cases of wounds of the peri- 
cardium with 29 per cent surviving. ‘The next largest number of 
cases of this kind compiled were those from the Obuchow Hospital 
at St. Petersburg, presenting 48 cases with 31.25 per cent successful 


results. 30 references. 











General 


CONFINEMENT TO BED FOR ONLY TWENTY-FOUR 
HOURS AFTER OPERATION 


D. J. LeErmmHAUSER 


Detroit, Mich. 


Arch. Surg., 47:203-15, Aug. 1943 


Early rising after major abdominal operations was begun by 
the author in 1938. In that year, a patient who had had an ap- 
pendectomy disregarded orders and got up frequently during the 
first postoperative day, and left the hospital on the second day. He 
made an excellent recovery. Since that time the author has made 
it a practice to have all patients out of bed on the first day after 
an appendectomy, provided that there is no abdominal distension 
or rigidity or some other complication definitely contraindicating 
such early rising. Later this same procedure was employed in other 
abdominal operations. When first adopting the principle of early 
rising, the author was not aware that it had been used by other 
surgeons, but in a recent review of the literature he has collected 
reports of over 15,000 patients subjected to early rising after ab- 
dominal operation, with only 4 fatalities due to embolism and at 
least one of these was “questionable.” 

In 1941 the author reported 383 consecutive appendectomies 
(excluding cases of ruptured appendix), in which the average 
period of confinement to bed after operation was one and five- 
tenths days; and 66 other major operations with an average post- 
operative confinement to bed of one and nine-tenths days. There 
were no pulmonary and circulatory complications in this series; 
and no ill effects from early rising. In this article a new series 
of 424 consecutive operations is reported, including 274 appendec- 
tomies and 190 other major operations. In the cases of appendec- 
tomy the appendicitis was chronic in 39 and acute in 225; in 10 
the appendix was ruptured. The average period of confinement 
to bed after operation was one day; after rupture of the appendix, 
the average hospital stay was nine and four-tenths days; in the other 
cases Of appendectomy, it was two and five-tenths days. In the 
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other major operations, the average period of confinement to bed 
after Operation was one day, the period of hospitalization seven 
and three-tenths days (excluding 2 deaths following gastric opera- 
tions). All patients in the series were subjected to early rising 
except 2; one patient died from coronary thrombosis six hours 
after operation; the other was not allowed out of bed until the 
third postoperative day because of technical difhculties encoun- 
tered at operation (cholecystectomy); recovery was uneventful. 
‘There were 3 deaths in the series; one patient died six hours after 
operation (as noted above); one died on the fifteenth day after a 
partial gastrectomy from subhepatic abscess; the other died on the 
thirty-sixth day after partial gastrectomy from inanition and hepa- 
titis. In the latter two cases, early rising and respiratory exercises 
had relieved pulmonary symptoms and improved the patients’ gen- 
eral condition before complications developed. ‘There were 2 pa- 
tients who developed respiratory complications on the first or 
second day which were relieved by coughing in the standing posi- 
tion. [here was one case of thrombophlebitis developing after 
the patient had left the hospital. After rehospitalization, the 
thrombophlebitis was successfully treated by injecting procaine 
hydrochloride into the paravertebral ganglions “to block the re- 
flex arc.’ [here was one case of dehiscence of the wound in a 
patient with “pronounced avitaminosis,” and not to be attributed 
to early rising. ‘There were 70 herniorrhaphies in this series, 7 
bilateral; there were 5 recurrences (4 inguinal and one incisinal) 
in this group. 

Spinal anesthesia was employed as a routine in this series of 
cases, using the Lemmon fractional technique recently in cases in 
which prolonged operation was required. The muscle-splitting in- 
cision was employed for appendectomies, the oblique incision, 
“bordering on the transverse” for operations on the biliary tract; 
midline incisions for gastric and pelvic operations. Appendiceal 
incisions were closed by interrupted sutures with single strand 000 
chromic catgut, other incisions usually by continuous sutures with 
double strand 000 chromic catgut. ‘The anterior layer of fascia was 
usually reinforced with interrupted double loop sutures of No. 32 
alloy steel wire; in some cases in which “‘great tension was present 
or anticipated,” alloy steel wire was used for the entire closure, ac- 
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cording to the Jones technique; inguinal hernias were all repaired 
by wire. Patients were instructed to remain active after discharge 
from the hospital; they were seen at the office on the fifth to the 
ninth or tenth day (according to the type of operation and suture) 
for the care of the wound and removal of sutures. Most of these 
patients were allowed to return to work promptly. 

The author’s experience with early rising has convinced him 
that this procedure prevents postoperative inhibition of reflexes, 
especially the reflexes to the diaphragm and vascular reflexes, thus 
increasing postoperative vital capacity and preventing pulmonary 
and circulatory complications. Patients have little postoperative 
distress and are rapidly restored to health and ability to work. The 
method can be safely employed in most major surgical procedures 
provided “the type of incision is well chosen and the wound prop- 
erly closed with well selected suture material.”’ 


THE RELATION OF ACUTE ANEMIA TO 
WOUND HEALING 


FE. L. Besser and J. L. EWRENHAF1 


Univ. of lowa School of Medicine, lowa City, lowa 


Surgery, 14:239-45, Aug. 1943 


Statements are often made in the literature on wound healing 
that “wounds do not heal well in patients with anemia.” No ex- 
perimental work has been reported to “substantiate or disprove 
this postulate.” Distinction must be made between the acute 
anemia due to blood loss from traumatic wounds or extensive 
surgical operations and chronic anemia. Chronic anemia is often 
found in debilitated patients with hypoproteinemia and vitamin 
deficiencies, factors which are known to influence wound healing 
unfavorably, so it is “dificult to draw conclusions from patients 
of this group” in regard to the effect of anemia per se on wound 
healing. In surgical cases in which infusion of plasma is employed 
to treat operative shock when there has been a considerable blood 
loss, an acute anemia is produced. Experiments on dogs in which 
acute anemia was produced by bleeding showed no retardation of 
wound healing as judged by determination of tensile strength 
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and microscopic examination of tissue from various incisions. 
This would indicate that the acute anemia resulting from hemor- 
rhage and treatment of shock by plasma does not retard wound 
healing. This does not necessarily indicate that plasmas rather 
than whole blood should be used in the treatment of shock due 
to hemorrhage, as the resulting anemia may have “some other 
detrimental effect, such as lowering the resistance of the patients to 
infection.” 


INDICATIONS AND CONTRAINDICATIONS FOR IN- 
TRAVENOUS ANESTHESIA (Las indicaciones 


y contraindicaciones de la anestesia intravenosa) 


J. Waire MorQuecHo 


Revista de cir., 15:279-83, July 15, 1943 


In determining the indications and contraindications for in- 
travenous anesthesia with barbiturate derivatives, it is imperative 
that the pharmacodynamic action of the drug be understood. ‘The 
barbiturates are slowly eliminated, in 24 to 48 hours. They de- 
press the cerebral cortex, diminish intracranial pressure, depress 
the respiratory center but do not affect the cough reflex. ‘They 
depress the vomiting center and vasomotor center as well as the 
carotid sinus. During anesthesia the pupils become semidilated 
and nystagmus develops. ‘The respiratory mucosae are not 11T1- 
tated, but ciliary activity is depressed. ‘There is no change in the 
salivary glands, the pharyngeal reflexes are retained, but the 
tongue is greatly relaxed and may drop into the pharynx. ‘The 
laryngeal reflexes are obliterated only under deep anesthesia. The 
number and amplitude of respirations are diminished. Pulmonary 
edema develops after large doses or in cases of greatly prolonged 
anesthesia. In analgesia the heart is not changed. In surgical 
anesthesia tachycardia develops and large doses act as a cardiac 
depressant. The blood pressure is reduced after large doses, as 
also the basal metabolism. The diaphragm is not affected. The 
liver must be normal to permit proper elimination. The glyco- 
gen is diminished. ‘There is no change in suprarenal function. 
Oliguria is followed by polyuria. The renal function becomes 
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normal in 6 to 24 hours. Under deep anesthesia, the sphincter 
of the bladder relaxes. ‘The skeletal muscles are completely re- 
laxed. Under surgical anesthesia the movements and secretions 
of the stomach and intestines are paralyzed. ‘The contractions of 
the uterus disappear under surgical anesthesia and the muscular 
tone is diminished. ‘There is peripheral vasodilatation and after 
prolonged anesthesia eruptions may develop. ‘The erythrocytes 
are diminished during anesthesia but there is no change in the 
white count. The urea is slightly increased. 

The principal indications for intravenous anesthesia are listed 
as (1) surgery of the eye, external ear and mastoid; (2) surgery of 
the mouth; (3) operations employing electric cautery; (4) surgery 
of the face; (5) for patients with tracheotomies, bronchopleural 
fistulae, etc. Intravenous anesthesia is also indicated in surgery of 
the larynx, in cases in which postoperative vomiting is to be 
avoided, in patients with hyperadrenalemia, for induction of 
rapid anesthesia in patients with hyperthyroidism, hypertension, 
or in a state of great nervous excitement, or as an induction anes- 
thetic for other types of anesthesia. It is also recommended as a 
pre-anesthetic in particular to prevent the cardiac arrhythmias 
produced by cyclopropane, and as a supplementary anesthetic 
when regional anesthesia does not suffice. It can be used to con- 
trol incoercible vomiting interfering with operation, and to com- 
bat anesthetic convulsions. 

The contraindications to intravenous anesthesia include he- 
patic and circulatory insufficiencies, patients with severe dyspnea, 
severe anemia, intoxicated or cachectic patients, children under 5 
years of age, persons with inacessible veins. 


CAUSES OF POSTOPERATIVE DEATHS 
Davip MeETHENY, K. K. SHERWOOD and Bruce ZIMMERMAN 


Seattle, Wash. 
Northwest Med., 42:258-60, Sept. 1943 


The authors have attempted to show in a numerical manner 
the types of gastrointestinal operations most frequently followed 
by fatalities and to ascertain the most frequent causes of post- 
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operative deaths in a series of 87 consecutive postoperative deaths 
following surgery on the gastrointestinal tract (including hernia). 
‘T'wenty-one cases died postoperatively in cancer of the gastroin- 
testinal tract, 17 died postoperatively in peptic ulcer, 11 after 
gallbladder surgery, 9 after appendectomies, 16 after hernia, 8 
following intestinal obstruction, 3 following mesenteric throm- 
bosis, and two following pneumonia. Hemorrhage was the cause 
of death in a surprisingly large number of cases (6); atelectasis 
was responsible in 9 cases. Both hemorrhage and atelectasis are 
preventable causes of postoperative death. This series of cases 
shows the great seriousness of cancer and ulcer surgery and the 
relative seriousness of gallbladder and hernia surgery. The fre- 
quency of malnutrition in this series (21 cases) emphasizes the 
importance of diet and metabolism in reducing the risk of gastro- 
intestinal surgery. Especially administration of vitamins B, C and 
K is indicated. Infection is the most common cause of death (44 
cases) and is frequently present at the time of operation. Very 
often it is a result of delay in operation. Six patients died of shock, 
eight of pulmonary embolism, three of coronary conditions, and 
one of uremia. Additional preoperative treatment and delaying of 
elective operations to a more favorable time are obvious remedies 
for shock death. 6 tables. 


HEMORRHAGE AND POSTOPERATIVE HEMO- 
GLOBIN LOSS 
Eric PONDER 


Nassau Hospital, Mineola, New York 
Med. Times, 71:235-39, Aug. 1943 


When blood is lost at operation, the blood volume is restored 
by transfer of fluid from the tissues. Measurement of the amount 
of blood lost at operation in comparison with the hemoglobin 
concentration determined daily for several days postoperatively 
has shown that the fall in hemoglobin is often greater than can be 
accounted for by the blood loss; in some cases this discrepancy 1s 
very large. These findings indicate a definite postoperative “‘de- 
pression of the normal physiological state,’’ not due entirely to 
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blood loss, with a reduction in vascular tone and either a reduction 
in normal hematopoietic activity, or a decrease in red cell sta- 
bility, or possibly both. ‘his depression of the normal physio- 
logical state 1s also indicated by the fall in plasma proteins after 
operation also out of proportion to the blood loss. It has also been 
noted that the same fall in hemoglobin does not result from the 
same amount of blood loss, even in the same operation on different 
patients. There is evidently an individual variation in the re- 
sponse to operative trauma and blood loss. It has been noted that 
patients who show a disproportionately great fall in hemoglobin 
are those who have a prolonged convalescence. Until the meta- 
bolic disturbances occurring as a result of operation are more 
thoroughly understood, methods of postoperative care will be 
largely empirical. 


SURGICAL CONDITIONS ASSOCIATED WITH ACUTE 
EKPIDEMIC HEPATITIS 
Mitton N. Camp (Captain, M.C., A.U.S.) Fort Lauderdale and 
Horace B. Cure (Captain, M.C., A.U.S.) 


Fort Lauderdale and Johnson City, Fla. 


J. Florida Med. Assoc., 30:67-69, Aug. 1943 


From May to August, 1942, 4,157 patients with acute hepatitis 
were admitted to the Army Station Hospital, and 70 of them ap- 
peared on the surgical service during their hospitalization. The 
cause of this epidemic was unknown, except that all of the pa- 
tients had received yellow fever inoculation early in 1942. In 
some cases the disease was mild but in others ended fatally. Spe- 
cial interest was created at the onset of the epidemic regarding the 
way in which a patient with hepatitis would stand operative pro- 
cedures. Only 8 patients were subjected to operation while in the 
acute stage of the disease. In all except one of these cases conval- 
escence was uneventful. In one case of fracture of the radius, there 
is no evidence of union eleven weeks after operation. ‘There were 
no surgical deaths in the series and in all cases, with two possible 
exceptions, no detectable harmful effects were observed which 
could be attributed to the hepatitis. —TThere were no postoperative 
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hemorrhages, and in the few cases in which sulfanilamide was 
used no harmful effect was noted following administration. ‘These 
results were probably obtained because in the average case 
of hepatitis the patient was only moderately ill and a conservative 
surgical regime was followed throughout the epidemic. A tabular 
analysis of the 70 cases is presented. 2 tables. 


POSTOPERATIVE PULMONARY ATELECTASIS 
(Atelectasia pulmonar postoperatoria) 


AQuILES S. LENTINO 


Bol. del instituto de clin quir., 19:261-64, Apr. 1943 


Following a brief historical review of postoperative pulmonary 
atelectasis, the author proceeds to discuss the pathologic anatomy 
and symptomatology and diagnosis of the condition. He empha- 
sizes the fact that postoperative pulmonary atelectasis can be pre- 
vented. Prevention includes attention preoperatively to chronic 
sinusitis, pharyngitis or tracheobronchial infections, which should 
all receive appropriate treatment before operation is attempted. 
In cases in which there is abundant bronchial secretion owing to 
the presence of bronchiectasis, or chronic bronchitis, a preopera- 
tive bronchoscopy should be done in order that the air passages 
may be thoroughly free at operation. ‘Tobacco should be pro- 
hibited for at least a week before operation, as it causes bronchial 
congestion. Preoperative medication must be administered cau- 
tiously. Atropine is contraindicated in these patients as it dimin- 
ishes secretions but increases their viscosity. Barbiturates should 
be avoided. ‘The type of anesthesia is not important as atelectasia 
occurs with equal frequency after general, local or spinal anes- 
thesia. Some writers believe that spinal anesthesia favors the devel- 
opment of atelectasia by depression of the respiratory center. In 
prolonged operations one should avoid positions of the patient 
which impede the movements of the thorax and adequate aeration 
of the lungs. If general anesthesia is used, tracheal intubation has 
great advantages as it permits introduction at intervals of a cath- 
eter connected with an aspirator. Postoperative bronchoscopy is 
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indicated in patients with bilateral bronchiectases or that have 
shown abundant secretions during operation as also if blood or 
vomitos has entered the bronchi. ‘The patient should be kept in 
the semi-sitting position. Morphine should be used during the 
postoperative period in a rational manner with avoidance of large 
or repeated doses which may abolish the cough reflex. Proper 
hydration of the patient during operation and the postoperative 
period by intravenous infusion of saline and glucose is most im- 
portant. The patient refrains from coughing because of the pain 
it induces. For this reason he must be encouraged to cough while 
the nurse immobilizes the lower chest. Intranasal catheterization 
and aspiration may also be used, and be repeated every three 
hours while the secretion persists. 

Best results from treatment, once atelectasis has been diag- 
nosed, will be obtained during the first two hours after onset. 
Various methods for postural drainage are described. ‘The cough 
reflex may be stimulated by percussion over the atelectatic region. 
Cough and expectoration may be facilitated by hyperventilation 
with inhalation of carbogen. If these methods fail bronchoscopy 
and broncho-aspiration of the mucus plug are indicated. Atelec- 
tasis has a marked tendency to recur so that the patient must be 
kept under constant observation. 


POSTOPERATIVE GASTRO-INTESTINAL 
DISTURBANCES 


CHARLES B. Purstow 


Chicago, Ill. 
J. Michigan M. Soc. 42:604-7, Aug. 1943 


Postoperative gastro-intestinal disturbances, such as nausea, 
vomiting, distention, and gas pains are due chiefly to dysfunctions 
of intestinal motility. “They may be minimized if factors aggra- 
vating them are recognized and avoided as much as possible. 
Among such factors are: poor relaxation due to inadequate anes- 
thesia; disturbances of fluid and chemical balanee; nutritional de- 
ficiencies; trauma to the intestine; the time of initiation of oral 
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feeding and the effect of certain drugs. In a large series of upper 
abdominal operations performed under deep ether anesthesia 
with adequate relaxation, vomiting and distention were rare com- 
plications. One of the most important factors in a satisfactory in- 
halation anesthetic is a free air passage secured by an adequate 
airway or an intratracheal tube. Administration of adequate 
fluids and restoration of chlorides are also of importance in re- 
storing the chemical and fluid balance. Protein deficiency should 
be overcome before operation if possible. Deficiency of certain 
factors in the vitamin B complex, particularly B,, is known to pro- 
duce gastro-intestinal disorders which may be accentuated by a 
further depletion of the vitamin in the postoperative period. A 
lack of vitamin C will inhibit wound healing and disturb intes- 
tinal motility when surgery has been performed upon the bowel. 
In cases of operation upon the gastro-intestinal tract oral feeding 
should be delayed and gastric or duodenal suction should be em- 
ployed until bowel function has been resumed. Rough handling 
of the intestine during an operation must be avoided, as well as 
undue exposure. The incision should be adequate, as likewise 
preoperative preparation. Water, salt, glucose and vitamins can 
be given by vein and protein is readily available in the form of 
blood or plasma. Amino acids constitute a less costly form of 
protein. Normal motility of the intestinal tract usually returns in 
24 to 36 hours after abdominal operations not involving the 
stomach or bowel. In operations on the latter organs oral feeding 
should be delayed two or three days longer depending upon the 
response of the patient. ‘he establishment of a reserve of nutri- 
tional elements prior to operation by well-planned preoperative 
feeding will minimize the dange1s of postoperative deficiencies. 

As regards the effects of drugs on gastro-intestinal activity fol- 
lowing operations, it has been noted that morphine invariably in- 
creases peristaltic contractions and tonus of the small bowel, but 
definitely inhibits the entire colon. Other drugs with a similar 
effect included prostigmin, physostigmine, and certain acetylcho- 
line derivatives. On the contrary, pituitrin, and pitressin pro- 
duced vigorous contractions of the colon but diminished the tonus 
and peristaltic action of the small intestine, the effect lasting from 
15 minutes to one hour. Atropin diminishes the activity of both 
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large and small bowel. When atropine is combined with mor- 
phine small bowel stimulation occurs but is less marked than 
when morphine is used alone. Morphine is most useful as a pre- 
anesthetic agent. On the day following operation codeine may be 
used and has a much milder effect on the colon. In cases of gas 
pain and distention due to lack of colon motility small doses of 
pitressin are indicated. Distention of the small bowel is best 
treated by gastric or duodenal suction or by intestinal intubation. 


EXPERIENCES ASSOCIATED WITH A TRANSFUSION 
UNIT IN A 700 BED HOSPITAL: AN ANNUAL SURVEY 
OF OVER 3,500 ADMINISTRATIONS OF 
BLOOD AND PLASMA (DRIED) 


Lowe.i A. Err and H. W. Jones 
Jefferson Hospital, Philadelphia, Pa. 


Ann. Int. Med., 19:1-27, July 1943 


At the Jeflerson Hospital Unit, blood was collected from 3,096 
donors during the year ending July |, 1942. Blood was issued 
from the Blood ‘Transfusion-Plasma Unit for 2,869 blood trans- 
fusions and for 695 dried plasma infusions. Reactions occurred in 
94 of the 2,869 blood transfusions (3.2 per cent), and in only one 
of the plasma infusions (0.14 per cent). Since the percentage of 
reactions is much lower following plasma infusions, it must be as- 
sumed that some transfusion reactions are due to the reaction be- 
tween the red blood cells of the transfused blood and the circulat- 
ing foreign proteins of the recipient. Dried plasma has been found 
effective in the treatment of shock, for restoring blood volume, for 
overcoming protein deficiency and in the constitutional treatment 
of burns. Dried plasma can be stored at room temperature for 
years, is compact and easily transported, dissolves immediately in 
water and can be given in concentrated or more dilute form, and 
is not altered by any of these procedures. Concentrated plasma 
causes hemodilution and a rise in blood pressure ‘“‘almost invari- 
ably.”” In emergencies, the necessary equipment for the adminis- 
tration of concentrated plasma “can be carried in a coat pocket.’ 
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Concentrated plasma prepared by adding 40 cc. of distilled water 
to 16 gm. plasma (the amount present in a pint of blood) can be 
given intravenously or intrasternally in a few minutes. 


THE USE OF AU TOTRANSFUSION IN SURGERY OF THE 
SEROUS CAVITIES 


R. ARNOLD GRISWOLD and ALVIN B. OrRTNER 


Univ. of Louisville School of Medicine and Louisville General Hospital, Louisville, Ky. 


Surg., Gynec. & Obst., 77:167-77, Aug. 1943 


Autotransfusion was employed in 100 cases of operation on the 
serous Cavities complicated by internal hemorrhage. In 22 cases, 
the hemorrhage was due to ruptured ectopic gestation, in the re- 
maining 78 cases to penetrating and non-penetrating wounds of the 
thorax and abdomen. ‘There were 30 deaths in the entire series, all 
occurring in the 78 traumatic cases. The highest mortality occur- 
red in penetrating wounds of the abdomen with perforation of a 
hollow viscus—17 deaths in 25 cases, 68 per cent. There was one 
fatal reaction to the reinfusion of blood, and in this case there was 
“a break in the technique” of filtering the blood; there were 2 
other instances in which a reaction occurred but was not fatal—a 
total incidence of 3 per cent reactions. ‘he authors describe a sim- 
ple suction apparatus used to collect the blood from the body cavi- 
ties, which has proved more efficient than ““mopping” up the blood. 
With this suction apparatus the blood is collected in sterile 500 cc. 
graduated flasks, each containing 50 cc. of a 2 per cent solution of 
sadium citrate. ‘The blood collected in the flasks is filtered 
through ten thicknesses of gauze into a graduated cup and then 
refiltered into ‘‘an intravenous set” from which the patient is being 
given an infusion of 0.85 per cent saline solution. By using two 
flasks interchangeably with the suction apparatus, a large amount 
of blood can be collected and reinfused “without delay.’ The 
technique of collecting and filtering the blood, especially the filter- 
ing, must be rigidly followed. The authors’ experience has con- 
vinced them that hemorrhage is “the greatest single factor in the 
mortality of wounds of the serous cavities’; and that autotransfu- 
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sion is a valuable adjunct in the treatment of internal hemorrhage. 
If bile is mixed with the blood, due to injury of the biliary tract or 
liver, or if there is bacterial contamination owing to perforation of 
a hollow viscus, the danger of reinfusion of blood from the body 
cavity is increased, but the authors have found that this danger 
is not as great as might be expected with the technique described, 
and that “the need of blood is frequently far greater than the 
danger involved,” especially when adequate amounts of blood for 
transfusion are not available. 


PREOPERATIVE HEMO-IRRADIATIONS 


E. W. Resseck (Lieut. Comdr., M.C., U.S.N.R.) 
Pittsburgh, Pa. 
Am. J. Surg. 61:259-65, Aug. 1943 


Reports the use of ultraviolet blood-irradiation therapy by the 
Knott technique as a preoperative measure in various types of oper- 
ations in which there is special danger of spread of local infection 
or of surgical shock. ‘This method was first used in incomplete 
septic abortions prior to curettage with excellent results. It has’ 
since been employed successfully in the following types of cases: 
Prior to operation for the removal of infected tonsils or abscessed 
teeth in the acute stage of rheumatic fever, when such operations 
are indicated for the removal of the focus of infection. In these 
cases it has been found that the operation after blood irradiation 
causes but little reaction and the symptoms clear up promptly with- 
out cardiac complications. Multiple tooth extractions in patients 
with cardiac conditions, especially coronary thrombosis in whom 
extraction is definitely indicated by the septic mouth condition. 
Bad thyroid risks; in patients with toxic adenoma who do not re- 
spond well to the usual preoperative therapy, or who are serious 
surgical risks because of cardiac disease, preoperative blood-irradi- 
ation makes it possible to do a one-stage operation with good re- 
sults. Acute cholecystitis; immediate operation is made possible in 
acute cholecystitis by preoperative blood irradiation without dan- 
ger of “liver shock”, and with less damage to the bile ducts and 











liver cells than when operation is delayed. ‘The author notes also 
that in this type of operation postoperative atelectasis is prevented 
by postural lung drainage and deep breathing exercises. In acute 
cellulitis with lymphangitis and lymphadenitis blood irradition 
therapy results either in disappearance of the infective process or in 
localization requiring merely local incision and drainage without 
risk of septicemia. Illustrative cases are reported. 


SOME PRACTICAL ASPECTS OF HUMAN BLOOD PLAS- 
MA PREPARATION AND THERAPY 


J. W. DAvENPoRT, JR. 
New Orleans, La. 


New Orleans M. & S. J., 96:97-101, Sept. 1943 


At the Blood Plasma Service of the Southern Baptist Hospital, 
New Orleans, two preparations of plasma are made. Fatty plasma 
is Berkefield filtered and stored at room temperatures; the Berke- 
held filter extract from 95 to 98 per cent of the lipids of fatty plas- 
ma, “thus rendering suitable for use.’ Clear, or fat-free plasma, is 
rapidly frozen and stored; it can be rapidly thawed when needed. 
All plasma is cultured twice, once after pooling, and again when 
the final containers are filled; no contamination of the plasma has 
been found in the preparation of about 114 million centimeters. 
All donors of blood are typed, and in pooling plasma care is taken 
to include all blood groups in accordance with the incidence of the 
various groups in the general population. In this way no reactions 
are to be feared from a high titer of A or B agglutinins, and there 
is no need for typing the recipient's blood. Plasma stored in liquid 
form at room temperature for eight months has been employed 
with good results without increasing the incidence of reactions; 
some supplies of frozen plasma are maintained for the Ofhce of 
Civilian Defense. Plasma is indicated chiefly in the treatment of 
shock without severe hemorrhage and as an emergency measure in 
the treatment of shock with hemorrhage; whole blood transfusions 
are also indicated when hemorrhage is severe. Plasma is definite- 
ly indicated in the treatment of burns. It is also useful in the treat- 
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ment of hypoproteinemia, but is less important in such cases since 
the introduction of amino acids for parenteral use. ‘The greatest 
value of plasma is in emergency cases, because it can be made 
available for “instant use”; availability of plasma “may often mean 
the difference between life and death.” 


THE CLINICAL APPLICATION OF PLASMA 


SIDNEY QO. LEVINSON 


Serum Center, Michael Reese Hospital, Chicago, Ill. 
New York State J. Med., 43:1615-18, Sept. 1, 1943 


Liquid plasma can be stored at room temperature, but should 
not be kept over a year; the author considers this the best form of 
plasma for “ordinary civilian and hospital use” as it is immediately 
available. For use “under difficult conditions in an indefinite per- 
iod of time” as in war, dried plasma is the best form; it can be dis- 
solved in distilled water and ready for use in five to ten minutes, 1 
it has been properly prepared. Plasma is indicated chiefly in the 
treatment of traumatic and surgical shock (not due to hemor- 
rhage), burns (in which plasma loss is an outstanding feature), and 
for preoperative treatment of patients requiring protein and fluid. 
Blood transfusion may be superior for such preoperative treatment, 
but is often not practicable, while plasma is easily available. Whole 
blood is “the only complete therapeutic agent” in extensive hem- 
orrhage with shock, but plasma may well be used as an emergency 
therapy, before whole blood is available; plasma corrects the olige- 
mia and combats shock; whole blood is necessary to overcome the 
anemia resulting from blood loss. While the dosage of plasma to be | 
employed depends upon the amount of blood or plasma lost and 
may be estimated by blood volume, hemoglobin and hematocrit 
determinations and red cell counts, the principle guide to dosage in 
actual practice must often be the clinical response of the patient. 
In severe and critical cases plasma must be given “‘promptly, rap- 
idly and repeatedly” and the patient kept under observation for at 
least seventy-two hours, because of the possibility of recurrent 
shock. ‘Ihe minimum dosage of plasma should be 500 cc.; usually 
1,000 cc. are required and in the more severe cases 3,000 to 5,000 
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cc. In burns especially, where the plasma loss is large, “massive and 
repeated plasma therapy” is often required. In burns involving 10 
per cent of the body, the author’s procedure is to give an immedi- 
ate infusion of 600 cc., an additional 300 cc. in the first twenty-four 
hours, and a further 300 cc. in the next forty-eight hours. Larger 
doses and often continued plasma therapy are necessary in more 
extensive burns. In shock, the total fluid volume of the infusion 1s 
of importance. Concentrated plasma solutions must be given with 
sufficient fluid to be effective. 


CLINICAL EXPERIENCE WITH THROMBIN AS AN 
HEMOSTATIC AGENT 


R. T. Trprick, W. H. Sreecers and E. D. WARNER 


State Univ. of lowa School of Medicine, Iowa City, Iowa 


Surgery, 14:191-96, Aug. 1943 


Reports the use of a thrombin preparation as a hemostatic agent 
in surgery. ‘his preparation known as “Thrombin Topical” is a 
sterile white powder, put up in vials, each of which contains ap- 
proximately 10,000 units, the thrombin unit being defined as that 
amount of thrombin required to clot | cc. of standard fibrinogen 
solution in fifteen seconds. The vial is sterilized by immersion in 
an antiseptic solution, but this solution is washed off betore open- 
ing the vial. ‘The thrombin from each vial is added to 10 cc. of 
water, in which it dissolves completely; | cc. of this solution con- 
tains approximately 1000 thrombin units. A spray may be used to 
apply this thrombin solution to the bleeding surface, but it may 
also be applied with a syringe and fine needle, and gently rubbing 
the surface with a gloved finger. ‘The wound should be “rela- 
tively free from blood” when the thrombin is applied, as the hemo- 
static action of thrombin is “dependent, in large measure, upon 
the clot which forms in and on the surface of the bleeding tissues,’ 
and the presence of a thick layer of blood interferes with this ac- 
tion. ‘he hemostatic clot, when formed, must be left in place; 
this thin clot is essential to fibroblastic repair, not detrimental to 
it. ‘he thrombin may also be applied to the bleeding surface di- 
rectly from the vial in powder form; this is a more wasteful, but at 
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times a more convenient method of application. ‘The authors have 
used the dry powder especially in bone operations in which the 
bleeding surfaces are deeply situated, and it is undesirable to in- 
troduce fluid deep into the wound before closure. Thrombin 
has been employed as a hemostatic agent in over 225 surgical cases 
at the University of lowa Hospital. In 102 cases it was employed 
to control bleeding from donor skin graft sites, and in 24 cases in 
pinch graft donor areas. In 27 cases, thrombin was used to control 
operative bleeding from bone (cancellous or cortical). In 2 cases 
the thrombin was used to control peristent oozing from the gall- 
bladder bed after cholecystectomy. ‘Thrombin was also used in 
bleeding from operative wounds in areas of acute and chronic in- 
flammation, from mastectomy skin flaps, from ulcerated neoplasms; 
in 6 patients with various forms of blood dyscrasia after biopsy or 
trauma; and in 8 cases of delayed postoperative bleeding. It has 
been found that in general oozing of blood from capillaries and 
small venules is checked rapidly by the application of thrombin, 
whenever the bleeding surface is accessible; even in bleeding from 
small arteries, thrombin is often effective, especially if digital pres- 
sure is applied to bleeding points “momentarily” to permit the 
clot to become “‘firmly anchored.”’ In none of the cases in which 
thrombin was employed, was there any evidence of local throm- 
bosis of blood vessels, local irritation, or hypersensitivity from re- 
peated applications. 


SUTURE MATERIALS 
Louis E. MAHONEY 


St. John’s Hospital, Santa Monica, Calif. 
Am. J. Surg. 61:414-17, Sept. 1943 


Sutures are of two types, absorbable and non-absorbable. Cat- 
gut—plain or chromecized—is the only absorbable suture em- 
ployed. Non-absorbable suture are of various types—silk, cotton, 
stainless steel, etc. ‘he purpose of any suture is to hold tissues “in 
approximation until they are able to reunite.” ‘The smallest 
amount of any suture material that will accomplish this purpose 
should be used. All catgut sutures cause some tissue reaction and 
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exudation; non-absorbable sutures cause less tissue reaction. Silk 
has certain “inherent advantages” as a suture material, the author 
believes. It can be thoroughly sterilized by boiling without impair- 
ing its ‘thread strength.’’ Because it causes less reaction, the wound 
heals more rapidly than with catgut and there are fewer wound 
disruptions. ‘The technique of using silk sutures requires the use 
of smaller sizes of sutures, use of interrupted sutures, special care 
in regard to hemostasis, and tying cut ends of the knots. ‘There are 
certain contraindications to the use of silk. It should not be in- 
serted in any hollow viscus, such as the gall bladder or urinary 
bladder, or used to suture the mucosal layer of the stomach or small 
intestines. ‘he cost of silk is less than that of catgut, which is a 
matter of some importance to hospitals at this time, but as the 
nurses and surgical staff of most hospitals are trained in the use of 
catgut and are more familiar with its properties than with those of 
non-absorbable sutures, a certain amount of instruction and very 
careful supervision is required of the surgeon who wishes to employ 
suture materials unfamiliar to the hospital staff. “The author does 
not seek to “‘convert’’ the surgeon who uses catgut to the use of 
silk or other non-absorbable material, but does urge some changes 
in the usual technique with the use of catgut based on the methods 
employed with silk—especially the use of smaller sizes of catgut— 
careful hemostasis, interrupted sutures and avoidance of “mass li- 
gation” of large pieces of tissue. Such changes in procedure, he 
believes, will accelerate wound healing and diminish the incidence 
of wound infection. 


RESULTS OF USE OF FASCIAL AND NONFASCIAL 
SUTURES IN HERNIAL REPAIR 


Rospert F. Gururit, JOHN D. OL_son and JAMrEs C. Masson 


Mayo Clinic, Rochester, Minn. 


Surg. Clin. North America, 23:1177-89, Aug. 1943 


Following a short historic resume and technical considerations, 
the authors proceed to discuss the types of hernia suitable for fascial 
repair anda comparison of results of fascial and nonfascial sutures 
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in hernial repair in 2,298 patients. When autogenetic fascia was 
used, the rate of recurrence was 7.8 per cent in contrast to 5.6 per 
cent for all other types of suture material, namely catgut, silk, cot- 
ton and so on. The slightly higher rate of recurrence in cases in 
which fascia was used was undoubtedly due to several important 
factors. Thus, a much higher percentage of the patients in, whom 
autogenetic fascia was used were males, and a greater percentage 
had been operated upon previously. A greater percentage of the 
hernias in this group were large and a greater percentage of the 
patients wore trusses. A greater percentage of the patients was 
obese and proportionately more of the patients were in the older 
age group. 

The mortality rate in the total series was 2.1 per cent. In the 
cases of strangulated hernia, the mortality rate was 19.5 per cent 
and in the cases of incarcerated hernia it was 3.3 per cent. Among 
the 68 cases of inguinal and ventral hernia in which appendectomy 
as well as herniorrhaphy was performed, there was only one case of 
postoperative infection. Among the 67 cases of inguinal hernia in 
which orchidectomy was performed at the time of the hernial re- 
pair, the rate of recurrence was only 3 per cent. ‘Taking all factors 
into consideration, the authors believe that autogenetic fascial 
sutures are preferable and more reliable for repair of hernias, than 
foreign sutures, especially if the hernias are large and repair is 
difficult. 11 references. 3 tables. 1 chart. 


THE FLUORESCEIN TEST IN THE MANAGEMENT OF 
TUBED (PEDICLE) FLAPS 


JAMes A. DINGWALL, 3rb, and JERE W. Lorp, JR. 
From the Department of Surgery, New York Hospital and Cornell University 


Medical College, New York, N. Y. 
Bull. Johns Hopkins Hosp., 73:129-31, Aug. 1943 


Of the several types of pedunculated flaps, the tubed flap is fre- 
quently employed for a wide variety of reconstructive procedures. 
One of the problems in the management of tubed flaps is the 
estimation of the circulation and determination of the time at 
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which transfer of one of the pedicles may be safely accomplished. 
The time usually advised is about 3 weeks. ‘The authors describe 
a method for the exact estimation of the circulation in tubed flaps 
which is based on the technic described by Lange and Boyd in 
which sodium fluorescein is injected intravenously and the part in 
question observed under ultraviolet light. 

In experiments on 6 dogs the test proved to be an accurate in- 
dication of the integrity of the circulation. ‘The authors also ap- 
plied the test to three patients with tubed flaps, confirming the ex- 
perimental findings. 10 cc. of a 20 per cent sodium fluorescein 
solution is administered intravenously. ‘his causes only a tran- 
sient nausea. Slow injection using one minute for the injection of 
10 cc. does not produce nausea. By this technic it is not only pos- 
sible to determine whether blood circulates through a given point, 
but also the relative amount reaching that area for under the ultra- 
violet light different intensities of yellowish green are easily dis- 
tinguishable. For children it would seem advisable to use cor- 
respondingly smaller doses. 2 references. 


SULFATHIAZOLE THERAPY IN GENERAL SURGERY 
G. SAMUEL SERINO 


St. Francis Hospital, Wilmington, Del. 
Am. J. Surg., 61:400-6, Sept. 1943 


Reports the use of sulfathiazole in 207 surgical cases. In most 
of these cases sulfathiazole was given by mouth, the dosage varying 
with the severity of the infection. In severe cases, the initial dose 
was 3 gm., repeated in four hours and followed by doses of | gm. 
every four hours until as long as there were signs of a spreading 
infection; the drug was discontinued forty-eight to seventy-two 
hours after the infection had subsided. In less severe cases the ini- 
tial dosage was 2 gm., repeated in four hours and followed by | gm. 
every four hours, continuing treatment in many cases for two to 
five days after all symptoms had subsided. In some cases sodium 
sulfathiazole was given by intravenous injection, especially in the 
immediate postoperative period and in cases in which the drug was 
not well tolerated by mouth. The dosage was calculated on the 
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same basis as for oral therapy, and the solution given by the slow 
continuous drip method. When sulfathiazole crystals were im- 
planted in wounds, amounts varying from 0.5 to 12 gm. were used, 
according to the extent of the wound and the severity of the infec- 
tion. In patients. receiving sulfathiazole complete blood counts 
and hemoglobin determinations were performed every second or 
third day; determinations of sulfathiazole concentration in the 
blood were made daily in most cases. ‘This “‘plus the general clini- 
cal survey” served as a guide to control the administration of the 
drug. Gross examination of the urine was made daily in all cases, 
and chemical and microscopic examinations every second or third 
day, with special attention to gross or miéroscopic hematuria. An 
output of 1,000 cc. or more of urine daily was maintained during 
sulfathiazole therapy. 

Of the 207 cases treated with sulfathiazole, 110 were cases of 
peritonitis of appendiceal origin; in comparison with 130 cases of 
the same type treated similarly but without sulfathiazole, the mor- 
tality rate of the sulfathiazole treated cases was reduced to 0.9 per 
cent, as compared with 2.1 per cent; convalescence was ‘‘smoother”™’ 
in the sulfathiazole treated group, and the hospital stay was short- 
ened by an average of 4.5 days as compared with the control group. 
Intraperitoneal implantation of sulfathiazole was not employed in 
this series; results might have been even more favorable with this 
procedure. Local implantation of sulfathiazole was employed after 
débridement and irrigation in 49 traumatic wounds. In the first 6 
cases, solidification (‘“caking’’) of the sulfathiazole interfered with 
wound healing. Subsequently smaller amounts of the drug were 
used for local application and this was supplemented by oral ad- 
ministration of sulfathiazole. ‘The wounds healed well and no in- 
fection occurred with this method. In 19 cases of cellulitis and lym- 
phangitis, sulfathiazole was given in intensive doses, supplemented 
by general supportive measures, immobilization and elevation of 
the affected parts and application of wet dressings. All these pa- 
tients recovered without surgical interference, definite improve- 
ment being noted within forty-eight hours after treatment was in- 
stituted. Large carbuncles were treated in 5 patients by excision 
and local application of sulfathiazole; healing was more rapid and 
the patients were more comfortable than in cases where packing 
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with vaseline gauze was employed instead of local sulfathiazole. In 
7 cases of severe extensive burns in which infection developed fol- 
lowing treatment by débridement, tanning and thermoregulated 
heat, if large areas were denuded sulfathiazole was “‘applied spar- 
ingly,” with good results in the control of the infection. 17 cases of 
chronic leg ulcers were treated in the purulent stage by the appl.- 
cation of sulfathiazole to the wound; saphenous ligation was done 
prior to this local chemotherapy in 5 cases; and in 2 cases epithelia- 
zation was hastened by pinch-grafts after control of the infection. 
The results in this group were “highly satisfactory.” 

Toxic symptoms occurred in only 27 patients, or 13 per cent, 
and were usually of mild degree. Cyanosis was observed in 4.8 per 
cent of the patients; nausea and vomiting occurred in 2.9 per cent, 
but were not so severe as to make it necessary to discontinue the 
drug. Drug fever occurred in 2.4 per cent; in these cases the drug 
was discontinued and fluids forced. Dermatitis occurred in 3 pa- 
tients between the sixth to the ninth day of treatmnt and cleared 
up promptly when the drug was discontinued. Leukopenia (be- 
low 4,000) was found in 2 patients, but sulfathiazole was continued 
“without producing any serious disturbances.” Gross hematuria 
was not observed in any case and microscopic hematuria in only 
one patient; in this case chemotherapy was immediately discontin- 
ued, and the patient’s convalescence was “uneventful.” 

The author concludes that “rigid adherence to surgical princi- 
ples” is necessary in all cases in which chemotherapy is employed, 
but that as an adjunct to surgery sulfathiazole therapy is of definite 
value. 


AN IMPROVED “CLOSED” ‘TECHNIQUE OF VENEPUNC- 
TURE FOR CONTINUOUS INTRAVENOUS THERAPY 


B. C. CoLuins 
Memphis M.]., 18:137-38, Sept. 1943 


Cannulizing a vein for continuous intravenous therapy by in- 
serting the needle through the incision used to locate the vein is 
often attended by a relatively high morbidity and even an occa- 
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sional death. The morbidity ranges from minor infections to dif- 
fuse phlebitis and sometimes septicemia. In the closed method the 
needle is inserted through the skin about | cm. distal from the in- 
cision. A Lindemann needle is preferred and the transverse in- 
cision is used only as a visual aid. After insertion of the needle the 
vein is ligated about the needle in the usual fashion. Insertion of 
the needle into the vein is facilitated by passing two 00 plain catgut 
ligatures around the vein. The distal one is tied, ends grasped by a 
hemostat, and it is used to steady the vein while the needle is being 
inserted. It also serves to prevent retrograde bleeding from the 
distal part of the vein. The vein is opened about | mm. above the 
tied ligature by cutting a V-flap in one side of the vein with a pair 
of small pointed scissors. ‘Ihe sharp point of the Lindemann nee- 
dle is then removed after pushing the needle through the distal skin 
puncture upward into the transverse incision and the cannula 1s 
inserted through the venous incision into the lumen. ‘The prox- 
imal ligature is now tied, thus holding the needly firmly in the 
vein. ‘The incision is then closed with 2 or 3 interrupted mattress 
sutures of fine silk. The hub of the needle is firmly taped to the 
skin with sterile adhesive and a sterile bandage applied. By this 
method the incidence of wound infections are much reduced as 
well as the incidence of complications. ‘The vein remains patent 
longer and the cosmetic result is better. ‘The needle is more firmly 
anchored and the transverse incision heals more rapidly. ‘The sole 
disadvantage is that the procedure takes a little longer and to the 
inexperienced is slightly more dificult. 2 references. 1 figure. 
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